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HEART DISEASE. THE NECESSITY FOR 
ITS CURE AND PREVENTION 


DONALD J. FRICK, M. D. 
Los Angeles, Calif. 


(Address on Medicine, before the Arizona State 


Medical Association, at the thirty-eighth annual 
meeting, held at Prescott, April 18-20, 1929.) 


Our views on methods of disease preven- 
tion, and the reasons for such prevention, 
have materially changed in the last twenty- 
five to thirty years. Formerly, we isolated 
those sick with contagious diseases and felt 
we had been successful if the disease did 
not spread. Active prevention has now tak- 
en the place of passive prevention. The 
causes of the scourges of the earth have 
been found and removed by extermination 
of carriers, destruction of incubating ma- 
terial, through sanitation and immunization 
of the individual. 


In its origin, the preventioin of disease 
was partly humanitarian but. unfortunately, 
this ne'ther appealed strongly to the tax- 
payer nor the man of great means. Great 
strides have been made since it has been put 
upon an economic basis. Gorgas, work on 
the Panama Canal was an epic in preventive 
medicine, but to the man on the street it 
was remarkable only because it made pos- 
sible the building of the canal. The Los 
Angeles fight against the pneumonic plague 
was won quickly and decisively because of 
the economic loss threatened by its spread. 
Tuberculosis, hookworm, malaria, and ty- 
phoid fever, have been controlled because 
they were shown to be costly to the com- 
munity. 

“In 1921 it was estimated that annual cost 
of tuberculosis to the people of the United 
Sates was $7.96 per capita. This burden, if 
distributed among those persons with an 
active, clinically recognizable tuberculosis, 
amounted annually to $1,262 per patient. 
The total loss during the life span of the 
population at the 1921 rate of tuberculosis 
mortality would amount to $27,125,000.” 








“Confirmaion of the adage, “The first 
wealth is health,’ is found in the estimate 
of economists that the human lives of this 
country have a value at least five times that 
of all material possessions.” 

The statistics gathered on examination of 
recruits, during the late war, convinced us 
of the continuous economic loss in our young 
men, due to preventable defects. Since the 
war, efforts have been made to apply this 
knowledge in the field of preventive medi- 
cine. 

Dr. John Huddleston of New York, in 
1915, was the first to attempt a definite 
organization in the fight against heart dis- 
ease. The war delayed this work, but in 
1919, The Association for the Prevention 
and Relief of Heart Disease was formed in 
New York. Philadelphia, Boston and Indian- 
apolis followed in rapid succession. The im- 
petus given to the study of cardiac disease 
by these societies has given us some inform- 
ation as to the number of heart cases in the 
United States, the economic loss through 
heart disease, and the means of prevention. 

Eggleston well states the belief of these 
societies, that “The prevention and relief 
of heart disease constitutes one of the ma- 
jor public health problems of today, be- 
cause: 

(a) Heart disease is the greatest single 
cause of death. 

(b) Heart disease is very largely prevent- 
able. 

(c) Heart disease causes prolonged suf- 
fering and incapacity. 

(d) Adequate medcal, sociai and indus- 
trial guidance is capable of preventing suf- 
fering and lessening incapacity. 

(e) Economic burden to the community.” 

(a) “Heart disease is the greatest single 
cause of death.” 

“Death Costs 1928—The population of the 
United States is estimated as of July 1, 
1928, to be a little over 120,000,000. The 
death rate from heart disease (87-90) im the 








Registration Area in 1925 was 185.46 per 
100,000 of the population. It is estimated 
that the deaths from heart disease in 1928, 
if the rate of 1925 is not exceeded, will be 
221,809. When distributed by age groups 
according to the distribution in per cent of 
heart deaths in 1925 and charging for the 
numbers occurring at each decade, the value 
of a life at the mid-period of the decade, 
we find the loss in terms of money value to 
be $1,538,897,680, or $12.65 per capita of 
the population. 


DEATH RATES FOR HEART DISEASE 
AND OTHER PRINCIPAL CAUSES OF DEATH 
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The death rate from heart disease in the 
registratioin area having increased 27.3 per 
cent from 1920 to 1925 (thirty-one per cent 
among males, eighteen per cent among fe- 
males), it is certain that the 1928 estimates 
of death from this cause is conservative and 
well within the truth.” (Emerson—A.H.J.— 
Feb. 1929.) 

Of the 2,792 deaths among physicians re- 
ported by the Journal of the American Med- 
ical Association last year, 884 (or thirty-one 
per cent) died of heart diseases, while but 
seventy-nine (or less than three per cent) 
died of tuberculosis. The low tuberculosis 
rate and the high cardiac rate can be par- 
tially explained by the fact that only 149 of 
these physicians were under forty years of 
age. 

“During the past 25 years in the Registra- 
tion Area of the United States, deaths from 
heart disease have increased forty-four per 
cent, while deaths from tuberculosis have 
fallen fifty per cent. 
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“It is estimated that for one death from 
heart disease, there are from five to nine 
cases of damaged hearts in persons living. 
It is estimated that in the United States in 
1922, there were 1,047,613 cardiac cripples.” 
(American Journal of Public Health, Aug- 
ust, 1924) 


DEATH RATES FOR HEART DISEASE 
AND OTHER PRINCIPAL CAUSES OF DEATH 
U.S. REGISTRATION AREA — 1915 AND 1925 
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“Heart disease in a recognizable form in- 
terferes with the work, play and comfort of 
at least 2,000,000 people in this country to- 
day. At least thirty per 1000 of men and 
women of working age must reckon with 
heart disease as a disability in work or a 
handicap in their pleasure. For every death 
from heart disease during a year, there are 
seventeen patients still alive suffering from 
it. In tuberculosis the ratio is one to seven.” 
(Emerson—1924) 


Heart disease causes more deaths than tu- 
berculosis and cancer combined—one-fifth of 
total deaths, at all ages, in total registration 
area, and nearly one-third of total deaths at 
forty years or over, in the total registra- 
tion area. It is estimated there are from two 
to four million heart cases in the United 
States. 


“A child of ten years is three times as 
likely to die from heart disease as from tu- 
berculosis. At thirty-five the probability of 
dying from heart disease is nearly four 
times that from tuberculosis among men, 
and six times in women. It is suggested that 
at least as much attention should be paid 
to the prevention of heart disease as that of 
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tuberculosis.” (Statistical Bulletin, Metro- 
politan Life Ins. Co. 1925.) 

To summarize, there are 200,000 deaths 
from heart disease yearly, and from 2,000,- 
000 to 3,000,000 of our people are suffering 
from this disease. 


DEATHS FROM HEART DISEASE 
AND OTHER PRINCIPAL CAUSES 
BY AGE GROUPS 
U.S. REGISTRATION AREA — 1924 
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The rapid rise in the death rate from 
heart disease may be explained in a num- 
ber of ways. Modern sanitation and modern 
medicine have tremendously diminished the 
mortality from the infectious and contagious 
diseases. Typhoid fever and the enteric dis- 
eases are well under control. Diphtheria, 
scarlet fever, and smallpox, with proper con- 
trol, should become extinct. Tuberculosis, 
every year, shows fewer cases and rapidly 
diminishing death rate. Ten years has been 
added to the life expectancy of this genera- 
tion. We live longer and, therefore, die of 
the degenerative diseases, as is shown by 
the high death rate in heart disease in per- 
sons over forty. 


There are also certain fallacies in the mor- 
tality statistics. Heart disease is often giv- 
en as the cause of death when it is not the 
primary cause. Heart deaths are rare after 
surgery, but on account of the failure of 
the circulation due to shock, alkalosis, acido- 
sis, or embolism, the cause of death is as- 
serted to be heart failure. In cases of sud- 
den death, the heart usually gets the credit, 
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although sudden death may come from a 
variety of causes. 

Crowding of people into large cities, keen 
competition, stress and strain, are also add- 
ed reasons for the degenerative heart dis- 
eases. The death rate in the rural population 
is markedly less than in the urban. Only 
carefully gathered statistics, with keen 
analysis, can give the proper answer to this 
menacing question. 

(b) “Heart disease 
able.” 

The most important means is education of 
the public as to the cause of heart disease— 
that it usually follows general infections; 
that periods of rest are necessary after in- 
fections of all kinds; and that bad teeth, 
bad tonsils, and low grade infections of all 
kinds may affect the heart. A sedentary 
life, over-eating and constant drinking are 
a menace to the tha heart of the man over 
forth. 

The National Tuberculosis Association is 
active in this educational campaign. Because 
of its deep-rooted hold on the confidence and 
purse of the public, this Association is pe- 
culiarly suited to the task and has asked the 
American Heart Association to join forces 
in their campaign against heart disease, in 
conjunction with tuberculosis. We who are 
interested in heart work are wonderfully ap- 
preciative. We have, however, a faint sus- 
picion that the desire for this new work is 
fostered by the possibility or even probabil- 
ity that in a few years the primary problem 
will be solved, leaving the National Tubercu- 
losis Association jobless, because they did 
their work too well. 

How can we actively prevent heart dis- 
ease? By controlling the diseases of which 
heart disease is a part. Fifty to sixty per 
cent of the heart damage in early life accom- 
panies the rheumatic group (rheumatic fe- 
ver, chorea, and tonsillitis). Mackie, in re- 
viewing 393 cases of rheumatic fever, states 
that “between the ages of five and ten years, 
seventy-eight per cent of the cases present- 
ed evidence of cardiac damage in the first 
attack. Only after the age of twenty-five 
does the incidence fall below fifty per cent 
in the initial attack. Chronic foci of infec- 
tion were found more frequently in the rheu- 
matic cases than in the control group. The 
percentage, however, was not especially 
high, being eighty per cent in the former 
and sixty-seven in the latter. 

From a statistical standpoint, tonsillec- 
tomy has been disappointing as a protection 
from primary attacks or recurrences. Ac- 
cording to the various authors the tonsil- 
lectomized groups are three to ten per cent 
less liable to rheumatic fever, than those 


is largely prevent- 
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unoperated. Protection from the diseases of 
the rheumatic group and their sequelae, 
therefore, cannot come from our present 
methods. Such new means as protective 
sera, segregation of those infected, and pro- 
longed rest after infection, should diminish 
cardiac damage materially. 

Syphilis is responsible for from fifteen to 
twenty per cent of all cases of heart disease 
in early life. Effective preventive treat- 
ment is possible, if patients will cooperate. 
Warthin has shown the spirochetes in the 
heart muscle as well as in the aorta, demon- 
strating that syphilis is responsible for myo- 
cardial fibrosis as well as aortitis. Ninety 
per cent of tabetics have definite, demon- 
strable heart damage. 

Scarlet fever, diphtheria, and a number 
of the other contagious diseases, are well 
controlled and in a few years we can exvect 
a low percentage of cases resulting from 
them. 

In persons over forty, the problem is 
more difficult. A small proportion of the 
cases are due to syn utilis, while another 
small group are due to foci of infection. 
Most of this group, however, result from 
hypertension, arteriosclerosis, and late de- 
generative processes. We have little or no 


knowledge of the fundamental causes of 


these underlving conditions. We will under- 
stand them better when we have discovered 
the secret of why we wear out. 

Those cases of cardiac failure, due to over- 
secretion of the thyroid gland, form an in- 
teresting and important group. The cardiac 
failure may or may not be associated with 
auricular fibrillation. The hyperthyroidism 
may be the result of hyperplastic thyroid or 
toxic adenoma. Kerr has stated that about 
ten per cent of his series of chronic cardiacs 
are of this type. One should suspect that he 
is dealing with patients of this group if the 
heart does not respond to digitalis, regard- 
less of whether there are heart murmurs or 
a palpable tumor in the thyroid. We should 
eliminate this group by prevention of goitre 
and early operation if toxic goitre is present. 

To summarize: We should, by prevention, 
education, and active treatment, practically 
eliminate heart disease in the young, and 
possibly cut down the morbidity in the man 
over forty by fifteen to twenty per cent. 
The balance of this big problem may require 
years for its solution, or it may never be 
solved if we must accept wear and tear as 
the cause of many crippled hearts. 

(c) “Heart disease couses prolonged suf- 
fering and incapacity.” 

Every heart that is damaged by disease 
loses some of its capacity to do work. The 
damage in some cases is so great that the 
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patients have to remain in bed to live; while 
others have only a limited range of action, 
over-stepping their reserve meaning disas- 
ter. Some are so well compensated that they 
may do the ordinary things of life without 
inconvenience. Their lives, however, must 
be conducted in channels which do not en- 
tail heavy continuous work. Our function, 
then, is to decide the capacity of the heart 
for work and advise our cardiac patient ac- 
cordingly, so that he may avoid a break in 
cardiac compensation which will either en- 
danger his life or permanently reduce his 
cardiac reserve. 

(e) “Economic burden to the community.” 

Hasley, Dublin and Emerson agree that 
from one and one-half to two per cent of all 
the children in the New York schools have 
cardiac defects. This means special schoo!s 
or special attention for these children, both 
of which increase the cost of the school sys- 
tem. It seems probable that this percentage 
prevails throughout the United States, since 
we found in the draft examination two to 
five per cent rejection of all applicants on 
account of heart defects. 

“Assembling our variously estimated items 
of the cost of the medical and nursing care 
of heart patients in the United States in 
this year, we have in round numbers for 
those: 

A. Under care in general 
hospitals 

B. Under care by nursing 
visits in homes............ 

C. Attending clinics or 
physicians’ offices... 

D. Under care in conval- 
escence 


E. Under care in chronic 
65,059,000 


$15,617,000 to $ 30,251,000 
289,000 
5,200,000 


3,360,000 to $5,964,000 





Total cost for a year..$89,525,000 to $106,763,000 


We might properly say that we have esti- 
mated the above costs on the basis of a to- 
tal of 1,148,800 to 1,179,800 heart patients 
of the various categories in a current given 
year, or just under one per cent of the pop- 
ulation as follows: 

hospitals 
A. Under care in general 
B. Under care by nursing 
visits in homes............ 
C. Attending clinics or 
physicians’ offices .... 
D. Under care in conval- 
escence 
E. Under care in chronic 


160,000 to 315,000 


27,680 
800,000 
232,000 to 263,000 


89,120 





1,148,800to 1,179,800 

Estimates have ranged from one to two 

per cent of the population as constituting 
the total of heart patients. 

Using one per cent of the population as 

being nearer our own estimate, built up 
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from the various groups probably receiving 
care, and using the lower of our total cost 
figures ($89,525,000), we find that the aver- 
age heart patient in the United States today 
probably carries an annual charge of $74.60, 
or we might properly say that heart disease 
puts a burden of about 75 cents on each per- 
son of the entire population each year. 

The cost of heart disease deaths occur- 
ring in the various decades of life was found 
to be $1,538,897,680 each year, or a loss of 
$12.82 for each member of the population.” 
(Emerson—.A.H.J.—Feb., 1929.) 

Emerson states that ten per cent of the 
total bed capacity of our general hospitals is 
used year in and year out for this class of 
patients, and that twenty-five per cent of 
the dispensary visits are made by heart pa- 
tients 

Quoting from the Metropolitan Life In- 
surance Company: 

“Cardiac disease strikes most heavily at 
the wage earners. In fact, if it were possible 
to calculate the money loss to the country 
through deaths from heart affections and 
long periods of sickness which precede them, 
the importance of cardiac disease, economi- 
cally, would be much more impressively dem- 
onstrated than is possible by the publica- 
tion of the mere number of deaths and the 
corresponding death rates.” 

The same line of attack must be followed 
with this great economic problem as has 
been done with tuberculosis—that is, that 
heart disease is preventable, communicable 
and curable. Societies must be formed ev- 
erywhere throughout the United States to 
combat it; money must be spent for medical 
investigation, hospital care, social service 
work to place cardiacs in proper employ- 
ment and to educate the public. 


CONCLUSIONS 


1. Heart disease claims over 200,000 lives 
every year. Two million of our people are 
crippled by some form of this disease. 

2. Heart deaths each year, in terms of 
money, cause a loss of a billion and a half 
dollars, or $12.65 per capita of the popula- 
tion. 

3. The care of heart patients annually 
costs between ninety and one hundred mil- 
lion dollars. 

4, Heart disease is largely preventable, by 
the’ elimination of the infectious diseases, 
rheumatic fever, syphilis, and the education 
of the man over forty, as to how he should 
live. 

5. The war against heart disease is in 
about the same phase as that of tuberculosis 
twenty-five years ago. The weapons are 
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more highly scientific and the army thor- 
oughly and efficiently organized, so we may 
expect results comparable at least to that of 
the tuberculosis fight, namely a definite 
diminution in mortality and morbidity. 





THE IMPORTANCE OF RADIATION 
THERAPY TO THE PRACTICE OF 
MEDICINE 


ALBERT SOILAND, M.D. 


and 
EGBERT J. BAILEY, M.D. 
Los Angeles, California 

(Read, by invitation, before the Arizond State 
Medical Association at the thirty-eighth annual 
meeting, held at Prescott, April 18-20, 1929.) 

Medicine as a science has grown gradual- 
ly and diversely, until now it has become a 
group of @orrelated sciences. One of these is 
radiology, the discussion of which will oc- 
cupy our allotted time at this session. How 
old is radiation therapy? Perhaps as old as 
the first human intelligence, for man has al- 
ways sought his place in the sun since time 
immemorial, and no doubt the aborigines 
made good use of the sun’s benign influ- 
ence when pains or bruises demanded na- 
ture’s most accessible remedy. 

To Finsen, the great Scandinavian sci- 
entist, can be traced the birth of modern 
constructive radiation therapy. His untime- 
ly death, less than thirty years ago, cut 
short a brilliant career, but his memory and 
his work will live on forever. It is no exag- 
geraion to state that Doctor Finsen’s devel- 
opment of ultraviolet radiation from light 
has been the greatest factor in the success- 
ful battle against the scourge of lupus, 
which was rampant upon the continent prior 
to the use of the light which bears his name. 

Soon after this came Roentgen’s epochal 
achievement of the x-rays and then the out- 
standing announcement of radium by the 
Curies. 

When we appreciate that the energy of 
radiation has reached its present state of 
development in the short space of thirty 
years’ time, we must truly marvel at the 
strides which this science has made. For 
our purpose today, however, time will not 
permit a discussion of the interesting his- 
torical phase, nor of the struggle of the 
pioneers to overcome the prejudice of the 
laity and the early apathy of the profession. 

Of all the world’s events no other discov- 
ery has been subjected to so much unsavory 
publicity, exploitation, and meddlesome in- 
terference, often with most dire results in 
uneducated or unscrupulous hands. Despite 
this, it is highly creditable that scientific 
radiation therapy stands out today as a 
triumphal monument to modern medical art, 
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every branch of which has been enhanced 
by the addition of the energy of radiation. 

Radiation therapy, while a part of gen- 
eral physical therapy, has been, because of 
its segregation to the field of the light spec- 
trum, accorded a special status and thus 
separated from the department of pure 
physical therapy as obtained from mechani- 
cal means of every kind. 

The term “radiology,” including all wave 
forms of the energy of light, has been de- 
fined by the American College of Radiology 
as follows: “Radiology is that branch of 
medical science which deals with the use 
of radiant energy in the diagnosis or treat- 
ment of disease.” This discussion, therefore, 
is limited according to the above definition, 
with especial reference to the therapy of 
x-rays and radium. 

It is, of course, apparent that, in the short 
time allotted to this subject, it will be im- 
possible to do other than generalize. Many 
who read or hear of radiation are prone to 
associate it solely with conditions of a pure- 
ly malignant nature. While it is quite true 
that here the science is best known, never- 
theless, there are many other conditions as 
yet not fully developed where radiation will 
perhaps eventually find its greatest field of 
usefulness. We refer to the extraordinary 
effect of radiation upon the function of the 
endocrine glands and the internal secretions. 
It seems that upon this field the radiologist 
must necessarily tread with caution, yet all 
who deal with such disturbances and who 
have observed the effect of radiation, know 
that many interesting phenomena are en- 
countered which point to the necessity for 
an intensive study of radiation effects upon 
diseases of perverted basic metabolism. 

During the past five years, Bucky and 
others have brought forth a soft x-ray 
which occupies a very interesting part of 
the field of radiant energy between the ul- 
tra-violet of the solar spectrum and the long 
wave x-ray column. This energy has been 
described by its author as the Grenz, or bor- 
der-line, ray, which is a fitting description 
but not scientifically accurate as a place- 
ment standard. The Grenz rays may be used 
over a range of conditions for which both 
x-rays and Finsen rays have been used, and 
they are proving of splendid service in the 
treatment of many intractable and chronic 
skin lesions. From our own experience we 
prefer this type of radiatioin for those 
seborrheic or keratotic lesions which have 
not yet crossed the border into malignancy. 

In our own Clinic, we are at present de- 
veloping a new form of radiation therapy 
by the use of radio frequency waves, utiliz- 
ing the well-known principle of heavy radio 
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broadcast tubes. We have recently given a 
preliminary report on this to the California 
State Medical Journal and we hope to pre- 
sent to the profession a more detailed state- 
ment in the near future. We have reason to 
believe that this new wave energy, when 
fully developed, may prove to be of value in 
our fight against cancer. With our present 
equipment, however, we can not produce 
sufficient energy to do more than obtain 
palliative effects. 

In the treatment of malignancy, it is nec- 
essary to consider all factors which have an 
etiological bearing upon the incidence of 
cancer. Not only must we bring every cura- 
tive force into play, but we must also con- 
sider the duration of the disease, its extent, 
the type of malignancy which determines its 
radio sensitivity, the general condition of 
the patient, and previous treatment, includ- 
ing radiological. With these factors all borne 
in mind and correlated to the condition pres- 
ent, an intelligent application of the forces 
of radiation will demonstrate their value be- 
yond the question of a doubt. 

One of America’s outstanding surgeons, 
Doctor Burton J. Lee, of New York, in con- 
junction with his distinguished co-workers 
at the Memorial Hospital, gave, in a recent 
address, a table of disease conditions for 
which radiation therapy was the first 
choice, in his opinion: 

Skin cancer, particularly basal cell epi- 
thelioma. 

Carcinoma of the lip, tongue, and tonsil. 

The primary focus for all grades of 
carcinoma of the lung. 

Lymphosarcoma. 

Hodgkin’s disease. 

Thymoma. 

All leukemias. 

Teratoma of the testis. 

Carcinoma of the cervix uteri. 

Inflammatory carcinoma of the breast. 

Inoperable carcinoma of the breast and 
most recurrent carcinomas of the 
breast. 

We feel that this table represents very 
broadly the trend of the evolution of treat 
ment for the conditions enumerated, the 
findings being based upon Doctor Lee’s 
actual experiences over a great many years, 
from a wealth of clinical material, which is 
perhaps not exceeded by any other clinic 
in the world. We should like to make one 
change in Doctor Lee’s table, and that is to 
include cancer of the fundus uteri under 
radiation therapy. This is based upon the 
recent published reports of Forssell, Hey 
man, and Berven of Stockholm, and Regaud 
of Paris, and may we also be permitted to 
quote from our own experience that a not 
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inconsiderable number of patients radiated 
for carcinoma of the corpus uteri remained 
symptom-free over a five year period. 


Surgery stands out as an agent which oc- 
cupies the first line of offense in cancer. As 
has been repeatedly stated, the closest co- 
operation must prevail between the surgeon, 
the pathologist, and the radiologist, and 
even these mighty forces combined fail mis- 
erably in an overwhelming number of in- 
stances. 


The use of surgical heat, either the actual 
or the electric cautery, has proven such a 
disappointment that its use has practically 
been discontinued in most cancer work. This 
information has been verified by personal 
correspondence and personal contact with 
leading surgeons in practically every intel- 
ligent medical center all over the world. The 
radio-knife—sometimes called electric scal- 
pel or endotherm—seems destined to be- 
come an arm of precision in cancer sur- 
gery. Certainly, when the use of this in- 
strument has been generally mastered, it 
opens up opportunities for renewed courage 
in cancer work. This type of surgery is 
particularly adapted to all cases of malig- 
nancy where the mass removal of cancer 
tissue is indicated. 


The breast is a good example of the use- 
fulness of this type of surgery, for in the 
breast, perhaps more than in any other 
part of the body, the diagnostic skill and 
clinical acumen of the best medical minds 
are frequently taxed to give the proper ad- 
vice. We speak with a certain conviction of 
this phase of malignancy in connection with 
our radiological work, as we ourselves, dur- 
ing the past quarter of a century, have 
treated, more or less scientifically, a total 
of two thousand odd individuals with can- 
cer of the breast, and we know that we 
have not always been able to give the prop- 
er advice or to lay out the exact technic 
for the treatment of many of these perplex- 
ing cases. One present day routine in can- 
cer of the breast is, briefly, as follows: 


A complete course of preoperative radi- 
ation to every operable breast patient, and 
two to three weeks following the last pre- 
paratory treatment the breast is removed, 
preferably with the electric scalpel. Then, 
as soon as the period of operative shock 
has passed and the fibro-blasts are estab- 
lished in the operative field, a moderate 
postoperative course of radiation is given. 
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This routine holds good also in most cases 
when it is felt that an operation may be 
performed in the best interest of the pa- 
tient, even with complications of axillary 
or supraclavicular nodes. Unfortunately, 
however, many such cases are not benefited, 
but a rapid dissemination and active metas- 
tasis occurs no matter how carefully the 
work is carried out. We have never seen 
surgery successful in the inflammatory 
type of cancer mammae, including cancer 
en cuirasse, and in such cases it is better 
judgment to give palliative treatment only. 
For this purpose one can use short wave 
x-rays and large radium packs, with or 
without the intravenous injections of col- 
loidal metals, preferably bismuth. When 
there is already mediastinal involvement, 
amputation of the breast is of no avail. It 
is far better in these cases to employ pal- 
liative radiation, knowing that the malig- 
nant process will be held in check for a 
reasonable length of time and that the pa- 
tient will be a little more comfortable dur- 
ing the time of life which remains. 


There are a number of conditions, how- 
ever, in which radiation therapy alone 
may solve the problem. The best field for 
this, of course, is in the fibromyomata of 
the uterus, where surgery is rarely re- 
quired. Pathological bleeding, intrauterine 
polypi, hypertropic endometritis, and other 
menstrual irregularities may be corrected. 


Toxic goitres show very favorable re- 
sults. Cases are known where the condi- 
tion has even contraindicated the ligation 
of the vessels. After radiation treatments, 
however, this has been possible and some- 
times unnecessary. The toxic sypmtoms 
gradually disappear and a general improve- 
ment in health supervenes. 


Less serious conditions, but equally 
troublesome, make satisfactory progress. 
Inflammatory involvements of the respira- 
tory tract, sinus irregularities, certain skin 
conditions of a chronic nature, enlargement 
cf the thymus gland in infants, acne and 
carbuncles, all respond. 


One could discourse much more fully on 
all of these ocnditions and many others, but 
the few remarks made should, in them- 
selves, show the importance radiology has 
assumed. However, until this is generally 
recognized, and the value of reliable treat- 
ment acknowledged, more or less confusion 
as to the status of radiation must neces- 
sarily prevail. The writers trust that time 
will rapidly add to our general store of 
knowledge of this subject in a manner 
which will accrue to the greatest benefit 
of the patients we serve. 
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ANNULAR SHADOWS AND INTRAPUL- 
MONARY CAVITIES 


A Clinical, Roentgenologic, and Autopsy Re- 
view of 57 Cases. 





G. H. FAGET, Passed Assistant Surgeon 
United States Public Health Service, U.S. Marine 
Hospital 
Fort Stanton, N. M. 


In pulmonary tuberculosis the presence or 
absence of a cavity is of the greatest im- 
portance to the patient. Frequently it is the 
first information he asks of his physician 
and the correct answer, if a cavity is pres- 
ent, often amounts to a sentence of death. 
Fifty-three of the fifty-seven deaths in this 
report had definite cavities. The grave prog- 
nosis of cavitation is of course due to the 
greater likelihood of a bronchogenic spread 
of the disease in spite of the most rigid rest 
cure. Pulmonary hemorrhages sare also more 
frequent and more severe in cavity cases. 
The most noteworthy feature in the early 
diagnosis of a possible cavity, however, lies 
in the opportunity for- its proper surgical 
treatment by modern collapse therapy, when 
this is feasible. Therefore, the early diagno- 
sis of cavitation becomes imperative in ev- 
ery case. In this paper the means of this 
diagnosis are discussed from the clinical and 
the roentgenographic side and both are care- 
fully checked up by the post-mortem proto- 
col. In this manner many interesting les- 
sons are learned and errors brought to 
light. 

PHYSICAL EXAMINATION 

That physical signs alone are inadequate 
for the diagnosis of intrapulmonary cavities, 
the x-rays have long ago shown. Even mod- 
ern authorities on physical diagnosis are not 
in perfect accord on all the signs of cavita- 
tion and their relative importance. The mod- 
ern text books list the most prominent of 
these under the heads of percussion and aus- 
cultation. On percussion, tympany, or dul- 
ness with a tympanitic overtone, or dulness 
alone, is said to occur over large cavities 
Cracked pot resonance and Wintrich’s sign 
are also mentioned. These, however, occur 
so rarely as to be of academic value only. 
Auscultation brings forth more reliable data. 
Cavernous, or amphoric breathing are sig- 
nificant of cavitation. Whispered pectori!- 
oquy is a very valuable indication of the 
same. Gurgiling, bubbling or cavernous rales 
are often present. Sometimes the rales heard 
have a metallic quality. A post-tussic suc- 
tion sound is sometimes heard over an elas- 
tic walled cavity, although it is rather rare. 
When present it-is generally a trustworthy 
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sign. It is not mentioned in most text books. 
Norris and Landis give the relative fre- 
quency of these signs as follows: Tympany 
67.4 per cent, whispsred pectoriloquy 91.3 
per cent, cavernous or amphoric breathing 
65.5 per cent, gurgling or consonating rales 
58.6 per cent. Theoretically, whenever one 
or more of the above signs are heard over a 
localized area, a cavity should be present, 
but in fact these signs are often misleading 
and may be present over an area when con- 
solidation of fibrosis transmits the sounds 
from a large bronchus to the chest wall. A 
deviation of the trachea to one apex may 
also produce most of these sounds and lead 
to error. 

On the other hand, some cavities may give 
none of the above signs. These have been 
called silent cavities. Such is frequently the 
case in smaller cavities, but even large ones, 
when centrally located, may be silent. As 
explained by Bendove', should the draining 
bronchus be occluded, the cavity will become 
silent. According to this same author fully 
50 per cent of cavities belong to this type. 
Furthermore Weigel’ shows in his study of 
125 ambulatory patients that only 15 per 
cent of the cavities visible by the x-ray 
could be diagnosed on physical examination. 

ROENTGENOLOGIC EXAMINATION 

When the difficulties of the physical diag- 
nosis are realized, the feasibility of examin- 
ing roentgenologically all patients with pul- 
monary tuberculosis is appreciated. In fact 
it is due to this general use of the x-ray in 
these cases, since better films and more ac- 
curate interpretations have become the rule, 
that the large number of “silent cavities” 
have been brought to our knowledge. 

There are three types of shadows on the 
x-ray film which can be interpreted as due 
to intrapulmonary vomicae: 

1. An area of increased rarefaction in a 
pathologic field; i.e., a punched out area. 

2. Many smail rarefied spots grouped to- 
gether in a dense caseous area; i.e., an area 
having the appearance of a honey comb—the 
so-called moth-eaten area. 

3. The annular shadow. This is the most 
frequent sign of cavitation and the one that 
has given rise to the greatest amount of dis- 
cussion. 

THE ANNULAR SHADOW 

In a typical case, the annular shadow oc- 
curs as a zone of rarefaction surrounded by 
a more or less dense ring. Some of these 
ring shadows, however, have little or no cen- 
tral rarefaction and show lung markings 
throughout. A cavity with much good or 
pathologic lung before and behind it, would 
present such an x-ray picture. That all an- 
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nular shadows are not cavities is agreed to 
by most roentgenologists; but that the ma- 
jority are cavities is now generally believed. 
To be diagnosed as a cavity an annular shad- 
ow must be situated at a respectable dis- 
tance from the hilus. It must be of a suffi- 
cient size, at least as big as a dime. Roent- 
genologic annular shadows at times have a 
visible draining bronchus which appears as 
a double line with a clear band between, ex- 
tending from the lower margin to the hilus. 
A cavity partly filled with exudate shows as 
an annular shadow with a horizontal line 
across its lower part. This fluid level can be 
made to shift with change of position under 
the fluoroscope, thus showing that there is 
air above it. 


Annular shadows may be shown to be cav- 
ities in a variety of wavs. Some of these are 
elaborated in an excellent paper by P. K. 
Brown’. In it he discusses the way in which 
an induced pneumothorax will change its po- 
sition and outline, showing that it is within 
the lung proper. By a lateral roentgenogram 
he can frequently demonstrate that it is 
within the lung field and that it is circular 
in two right angled planes, thus showing it 
is spherical. From his conclusion it seems 
that he is of the opinion that all annular 
shadows are true cavities. 


Every annular shadow in the roentgeno- 


‘gram should be carefully examined before 


a decision that it is an intrapulmonary cav- 
ity is given. It is conceivable that a small 
annular shadow near the hilus may be 
formed by the peculiar configuration of its 
blood vessels, bronchi and lymph nodes. 


The annular shadow with lung markings 
in it has given rise to the vreatest discus- 
sion. The observation that they often 
change in size and shape and even disan- 
pear in the course of three to six months, is 
what led Sampson, Heise and Brown‘ to be- 
lieve that they were due to lung rupture pro- 
ducing localized pneumothoraces. Their ex- 
planation of this patho'ogv, which occurred 
in twelve per cent of their cases, is inter- 
esting and elaborate but it has not been con- 
firmed at autopsy. Amberson,**’ in several 
papers seems successfully to refute this the- 
ory, only to advance one of his own. Accord- 
ing to this author, annular shadows are fre- 
quently due to a peculiar lecalized acute or 
subacute pleurisy, which takes this ring 
form. Pathologists have thus far failed to 
report this condition. That some annular 
shadows are pleural in origin, whether smal! 
pneumothoraces or localized pleural adhe- 
sions, seems logical. That these occur so 
rarely as to be unimportant seems true from 
the post-mortem reports in the literature. 
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Besides the four cases reported by Casellas’, 
with x-ray annular shadows, in which the 
post-mortem failed to show cavities to ac- 
count for them, there seem to be no others 
on record. Whereas Dunham and Hayes’ re- 
port that in their forty-six cases of x- 
ray annular shadows, cavities were always 
demonstrable in the corresponding lobe at 
the autopsy. In a careful study of annular 
shadows in x-ray films of 375 deaths com- 
ing to autopsy, E. H. Bruns and J. DuB. 
Barnwell” show that cavities were found in 
every instance to account for the shadows. 


There is no doubt but that the final word 
in the interpretation of these shadows must 
be said by the pathologist. There can hardly 
be too many cases reported where ante- 
mortem records have been carefully checked 
un by post-mortem findings. It was for 
this reason that this study was under- 
taken. Fifty-seven autopsies performed at 
this institution have been carefully reviewed 
for cavitation and these data were compared 
with the findings of the last phvsical exam- 
ination. The cavities found in the autopsies 
were described according to their situation 
in the different lobes of each lung. In the 
physical examination the cavities are located 
according to the dorsal spines posteriorly 
and the ribs anteriorly. In the roentgeno- 
logic description they are given in relation 
to the anterior ribs. An attemvt is also 
made to classify these cavities in the differ- 
ent lobes under the physical and x-ray ex- 
aminations, in order to compare them with 
the autopsy reports. The x-ray films, as a 
rule, were flat plates, stereograms being 
used only for special study when indicated. 
The level of the third thoracic spine on the 
left and the fourth on the right is the divid- 
ing line between the upper lobe and the 
apex of the lower. It must be noted that the 
second rib anterior corresponds to the level 
of the fifth thoracic body or fourth thoracic 
spine. This is the basis for the classifica- 
tion of the x-ray cavitations into the differ- 
ent lobes. However it requires only a glance 
at the summary of findings in each case to 
see how closely the roentgenological inter- 
pretation agrees with the post-mortem find- 
ings. 


Barlow and Thomrson™ state that small 
pneumothoraces are of verv frequent occur- 
rence in pulmonary tuberculosis but that in- 
dividual stereoscopic plates, taken by a spe- 
cial technic, are rcauired to demonstrate 
them. The annular shadows referred to in 
this paper were plainly visible in the flat 
films. They were interpreted as intrapul- 
monary cavities, which they proved to be, at 
autopsy. The one exception was case 54. 
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From the synopsis of the fifty-seven cases 
in the table, it is to be noted that, in almost 
every instance, the last physical examination 
followed the last x-ray film. The advantage 
is, therefore, clearly with the former. This 
was necessarily the case as the physical ex- 
aminations were made at much shorter in- 
tervals than the roentgenograms; once every 
month and every six months respectively be- 
ing the rule at this hospital. The average 
time between the former and death was one 
and three-fourths months and this interval 
in the latter was six and one-half months. 

To summarize the findings briefly: There 
were thirty-three cases with large bilateral 
cavitations, twenty cases with extensive uni- 
lateral cavitations, and four without any 
cavities. Of the thirty-three with large bi- 
lateral cavitations, twenty-nine were cor- 
rectly diagnosed. The balance were classified 
as unilateral large cavity cases. The physi- 
cal examination, however, showed up only 
sixteen bilateral cavity cases and four out of 
this number were unilateral cases. Among 
the twenty-nine classified as _ unilateral 
cases, one failed to show any cavity at 
autopsy and eighteen were bilateral; while 
of the twelve cases which did not show any 
cavities clinically, nine had definite cavities. 

In the recording column only large cavi- 
ties were counted, except where several 
small ones, grouped together, totaled the 
volume of a large one. Several large cavities 
in close proximity in one lobe were also re- 
corded as a single cavitation, although they 
frequently showed up separately in the x- 
ray. Two or more separate cavities in sep- 
arate lobes were, however, counted as two 
distinct cavities. Small cavities less than 
one inch in diameter when recorded are in- 
dicated by an (x) mark and are not counted. 
This was done in order to be as fair as pos- 
sible to the physical findings. The x-ray 
shows these up frequently, whereas they sel- 
dom are picked up by the physical examina- 
tion. In this way 103 large cavities were re- 
ported at the autopsy. Of these, ninety-six 
showed in the x-ray and fifty-nine were 
found by the physical examination. In the 
majority of cases, where there was a rela- 
tive agreement, it was noted that the x-ray 
showed a greater number, as well as more 
extensive cavity formation, than did the 
physical diagnosis, and in like manner the 
post-mortem showed greater involvement 
than the x-ray. These 103 large cavities 


were situated as follows: 

Kighty-five in the upper lobes, two in the 
middle lobes, and sixteen in the lower lobes. 
They were correctly located by roentgeno 
grams in eighty-one instances of those in 
the upper lobes, in both of those in the mid- 


301 





dle lobes, and in twelve of those in the low- 
er lobes. Clinically, fifty-three of the upper 
lobe cavities were correctly diagnosed, sixty- 
two per cent; one in the middle lobe, fifty 
per cent; and four in the lower lobe, twenty- 
five per cent. 

From this study it is evident that forty- 
one per cent of the cavities of these terminal 
cases were of the silent type. Auscultatory 
signs found over the others were whispered 
pectoriloquy in ninety-five per cent, tubular, 
cavernous, or amphoric breathing in fifty- 
two per cent, bubbling and cavernous rales 
in thirty-nine per cent, and post-tussic suc- 
tion in five and one-half per cent. That the 
physical signs are not always reliable is 
seen from the six cases that showed posi- 
tive signs of cavitation where none could be 
found after death: cases 23, 27, 31, 45, 54, 
56. 

Of these six cases, the physical signs in 
five were due to marked fibrosis or ateiec- 
tasis or closely set conglomerate tubercles at 
the apices and one to a deviation of the tra- 
chea to the corresponding apex. In one of 
these cases, 45, the physical signs of cavita- 
tion pointed to one side and the cavity was 
shown to be in the other lung, both in the 
roentgenogram and the autopsy. 

There was only one case in which the 
physical diagnosis of cavity in one lung was 
checked up after death, in which no evidence 
was demonstrated in the film. In this case, 
21, however, the x-ray was taken ten months 
prior to the last clinical examination, which 
was within the last month of life. 

The roentgenograms showed ninety-five 
distinct cavities. Of these, eighty-four ap- 
peared as annular shadows some of which 
were without central rarefaction, nine as 
moth-eaten areas, and two as punched out 
radiolucent areas without any distinct sur- 
rounding capsules. Every annular shadow 
was found by the pathologist to be a definite 
intrapulmonary cavity of approximately the 
same size and location, with but one excep- 
tion. This was a pear-shaped annular shad- 
ow at the base with thin walls, case 54, 
which proved to be a large emphysematous 
bleb the size of a hen’s egg. It is true that in 
case 15 there was a small thick-walled annu- 
lar shadow less than an inch in diameter 
which was not accounted for after death, 
but as no search was made, post-mortem, for 
small cavities, there is no doubt that it was 
overlooked. 

Eight large cavities found after death 
were not visible in the ante-mortem films of 
the chest. As the roentgenograms in these 
particular patients were made from nine to 
twenty-three months before death, with an 
average of fifteen months, it is not surpris 
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ing that they were not present. It is almost 
certain that they had not yet developed. In- 
deed, there is little doubt, had all cases been 
subjected to x-ray examination during the 
last few days of life, that not a single cav- 
ity would have failed to cast its image on 
the film. Under these circumstances, the 
most remarkable feature of the whole study 
seems to be the accuracy of the x-ray diag- 
nosis in the great majority of cases. 

As annular shadows could be accounted 
for only as definite cavities (except for one 
emphysematous bleb) there were no pleural 
rings or localized pneumothoraces as causa- 
tive factors in these cases. There was one 
case, 21, in which a small localized pneumo- 
thorax was diagnosed by the x-ray and cor- 
roborated as such at the autopsy; in this in- 
stance, the radiolucent shadow present could 
easily be differentiated from an annular 
shadow as it was not rounded but flattened 
out at the periphery to conform to the con- 
tour of the chest wall. 

CONCLUSIONS 

1. In a study of fifty-seven autopsies, 
103 cavities were found; ninety-three per 
cent of these showed in the x-ray films and 
fifty-nine per cent were found by the physi- 
cal examinations. 


2. There was an error of nine per cent on 
the positive side in the physical diagnosis, as 
six cases diagnosed as cavities proved to be 
fibrosis and lung atelectasis in five, and a 
deviation of the trachea to one apex in the 
other. 

3. In only one case did an annular shadow 
prove not to be a cavity. This was a typical 
pear-shaped shadow at the base, found at 
autopsy to be a large emphysematous bleb, 
making the error on the positive side for the 
x-ray interpretation practically nil. 

6. Roentgenograms are reliable in the 
diagnosis of cavitation, whereas physical 
signs are notoriously uncertain. Annular 
shadows, in an overwhelming majority of 
cases, are due to intrapulmonary cavities. 


REFERENCES 

1. R. A. Bendove: Silent Pulmonary Cavities, 
J. A. M. A. V. 87; 1739. Nov. 20, 1926. 

2. B. J. Weigel: Intrapulmonary Cavitation in 
Tuberculosis, A Clinical Laboratory and X-Ray 
Study of 125 Patients, Amer. Rev. of Tuber., V. 10; 
310, Nov., 1924. 

3. P. K. Brown: Cavities or Pneumothoraces? 
Trans. Nat. Tuber. Ass., 1923, 128; also Am. J. 
Roent. V. 10; 445, June, 1928. 

4. A. L. Sampson, F. H. Heise and Lawrason 
Brown: A Study of Pulmonary and Pleural Annu- 
lar Radiographic Shadows, Amer. Rev. Tuber., V. 
2; 664. Jan., 1919. 

5. J. B. Amberson, Jr.: Pleuric Annular Shad- 
ows, Trans. Nat. Tuber. Ass., 1921, 108. 

6. J. B. Amberson, Jr: Further Studies on Roent- 
genographic Pleural Annular Shadows in Pulmo- 


SOUTHWESTERN MEDICINE 


nary Tuberculosis, Amer. Rev. Tuber., V. 66; 480, 
Aug., 1922. 

7. J. B. Amberson, Jr: Nature and Differentia- 
tion of Pleural Annular Shadows, Amer. Jour. of 
Roentgen., V. 12; 488, Nov., 1924. 

8. P. R. Casellas: Roentgenological Synopsis of 
Pulmonary Tuberculosis, with Special Reference to 
the Diagnosis of Cavitation, Southwestern Medic'ne, 
V. 8; 114, March 1924. 

9. Kennon Dunham and T. N. Hayes: Compari- 
son of Stereograms of the Chest. with Auto sy 
Findings, Trans. Nat. Tuber. Ass., 1919, 324. 

10. E. H. Bruns and J. DuB. Barnwell: The In- 
terpretation of Annular Shadows Appearing in 
Radiograms of the Lungs, Amer. Rev. Tuber., V. 
14; 58, July, 1926. 

11. Nathan Barlow and James C. Thompson: 
Bull. No. 1382, Hyg. Lab., U. S. P. H. S., Wash. 


HISTORY TAKING AND EVALUATION 
IN THE VARIOUS CHEST CONDITIONS. 
HOWELL RANDOLPH, M. D. 
Phoenix, Ariz. 

(Read before the Arizona State Medical Associa- 
tion, at the thirty-eighth annual meeting in Pres- 

cott, April 18-20, 1929.) 

The family physician is the one who re- 
ceives by far the majority of first com- 
plaints of the individual suffering with some 
chest pathology. The patient expects the 
physician to interpret his symptoms cor- 
rectly, to tell him the cause of his com- 
plaints, and to relieve his mind if they are 
of no importance. Frequently, he believes 
that there is not much wrong, and merely 
desires reassurance. The medical man who 
is informed as to the relative significance of 
the various suggestive disturbances present- 
ed, and who is thoroughly conversant with 
the possibilities of the symptomatology, is 
equipped with what will often make the dif- 
ference between erroneous diagnosis, and 
therefore prognosis, and the correct con- 
clusions. To the patient, it may be a life 
and death matter, although little reckoned 
so at the time first presented. 

The failure of the doctor to recognize in- 
trathoracic pathology is more often due to 
lack of thoroughness in recording and weigh- 
ing the known and knowable facts about the 
individual, than to want of information or 
skill. The successful practitioner finds him- 
self too frequently succumbing to the devas- 
tating effects of a sense of hurry, created 
by the knowledge that other tasks press to 
his attention, and which prevent the concen- 
tration needed for close study. 

So often has the difficulty of detecting 
early lung pathology been pointed out, and 
repeatedly the need for ability to distinguish 
the numerous types of signs observable in 
chest cases. Of fully as great importance, is 
the taking of a careful, complete history, 
recording in black and white all the possible 
points of interest, a reinforcement to the 
inefficiency of the human memory, that 
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the difficult case may be given the benefit 
of restudy from time to time. The vast ma- 


jority of us fail miserably when it comes to 


complete records, records that will be of 
some value when the case comes to atten- 
tion after the patient’s face has almost been 
forgotten. We go to the file to look up a 
case, and find there merley a jotting as to 
our impression at the time, possibly only a 
few weeks before—an impression which, 
with complete data, might be altered on the 
second visit. We do not go through the 
complete history again, because we cannot 
admit to the patient our lack of care and at- 
tention at the time of the first examination, 
at the expense of his confidence in us. 

Not only from the individual’s standpoint, 
but from our own, does it behoove us to 
make careful records. There is so much in 
the medical literature of today of conflicting 
nature, the fault being usually biased judg- 
ment, that we must come to rely upon our 
own first-hand information and, obviously, 
that cannot be built upon impressions, but 
upon facts. 

If one should be compelled to choose be- 
tween a well taken history or a physical ex- 
amination, for a diagnosis, the history should 
be chosen, as it will give a correct diagno- 
sis more often than the physical examina- 
tion alone. 

The form of the history which is prob- 
ably the most convenient should begin with 
a listing of the complaints, in order to give 
a rapid survey of the case before going into 
details. 

The family history should delve into the 
possible familial tendencies towards various 
conditions, such as asthma, tuberculosis or 
cancer. One should be especially careful to 
note co-residence with tuberculosis, and con- 
ditions of living from childhood to adult life. 
The weight and build tendencies of the fam- 
ily should be included, in order to evaluate 
patient’s weight in the light of the height 
tables. 

The past history in cases of suspected tu- 
berculosis might very well be worked into 
the history of present illness, for often the 
history of pulmonary tuberculosis extends 
throughout the development of the indi- 
vidual. The tendency to infections of the 
upper respiratory tract is of special signifi- 
cance, as well as the occurence of that trio 
of acute infectious diseases seen in child- 
hood—measles, whooping cough and influ- 
enza, which have been so long associated 
with initial infection with tuberculosis. 

In children, a history of upper respiratory 
tract infection within the past year or so is 
of some significance. However, a great deal 
of importance cannot be attached to it. Gib- 
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son and Carroll, in reporting a series of 
eighty-seven cases of pulmonary tuberculo- 
sis in children, state: “It was not possible to 
establish in any great number a record of 
pulmonary tuberculosis developing as a di- 
rect sequence of any antecedent disease.” 

In lung pathology following an operation 
for removal of tonsils, or extractions of 
teeth, or after any general anesthetic, ab- 
scess must be kept in mind. The incidence 
of tuberculosis following ether anesthesia is 
probably slightly greater than normal. If 
the patient has had an operation, determina- 
tion of its exact nature may give the differ- 
ence between a diagnosis of pulmonary tu- 
berculosis and malignant metastasis. 

The account of the sequence of the symp- 
toms of the present illness should be re- 
counted first in chronological order, then 
a recapitulation in part of the regional 
symptomatology by systems, is helpful. His- 
tory forms are hardly as satisfactory as the 
blank sheet, but time-saving cannot be whol- 
ly disregarded. If forms are used, ample 
space should be provided for details. 

In the diagnosis of phthisis, symptoms 
which are of special clinical significance are: 
history of pleurisy with effusion, hemo- 
ptysis (streaks or larger clots), fever, rapid 
pulse, loss of weight, and lack of endurance; 
digestive disturbances, are also suggestive 
evidence but of somewhat less specific im- 
portance. 

Expectoration of blood streaks may be 
from the nose or gums, due to bronchiecta- 
sis, neoplasma, mycotic infections, foreign 
body, hypertension, and some thirty-five 
other possible causes. Blood of a pink frothy 
appearance is more characteristic of trauma, 
chronic passive congestion, infraction, hem- 
orrhagic diathesis. Large hemorrhages are 
almost always due to pulmonary tuberculo- 
sis, ruptured aneurysm, or mitral stenosis 
with chronic passive congestion. About fifty 
or sixty per cent of the cases of bronchial 
carcinoma show hemoptysis at some stage, 
but it is rarely present early in the disease. 
Hedblom reports a history of hemoptysis in 
over half of a large series of bronchiectasis 
cases, and fatal hemorrhage took place in 
two of these cases. Austrian states that, 
until proven otherwise, the coughing up of 
blood suggests phthisis, even when no other 
symptoms or physical signs are present and 
the x-ray findings negative. However, it has 
been our experience that a very fair per- 
centage, probably five per cent of the cases 
coming into the office for first examina- 
tion, have come to Arizona for pulmonary 
tuberculosis but are actually found to have 
bronchiectasis, without definite evidence of 
tuberculous involvement, and of these cases, 
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many would escape diagnosis if x-ray with 
contrast medium were not employed. 

Pleurisy with effusion is so commonly a 
precursor of the development of pulmonary 
tuberculosis, that a history of its oceurrence 
calls for especially careful examination of 
the lungs. In children, the tendency to de- 
velop subsequent phthisis is not so definite- 
ly marked as in adults. Graham followed 
thirty-nine cases from three to six years. In 
seven cases, signs of pulmonary tuberculosis 
appeared. In two cases, the children died of 
it, an actual mortality in the series of five 
per cent, with an incidence of nineteen per 
cent pulmonary tuberculosis following pleur- 
isy with effusion. However, the frequency 
with which effusion is seen.in known cases 
of pulmonary tuberculosis, as well as the 
incidence of tuberculous lung pathology fol- 
lowing effusion is adult, makes very strong 
evidence. All cases with effusion of unde- 
termined etiology should be treated as in- 
cipient tuberculosis. 

When the temperature undergoes a di- 
urnal variation of from four to six tenths of 
a degree—rising in the latter half of the 
day, perhaps caused in some part by mental 
or physical activity—and particularly if it 
is associated with loss of weight and weak- 
ness, it is quite suggestive of phthisis. In 
the case of an obscure disorder, the temper- 
ature record should be kept for some time. 
A wide difference between high and low 
may be significant, even though the high 
is only slightly above normal, if no obvious 
explanation for the thermoregulatory im- 
balance can be found. Fever, loss of weight 
and night sweats are not infrequent in 
bronchiectasis cases but they are more in- 
termittent and irregular, and probably ac- 
company attacks of bronchopneumonia. 

A persistently rapid pulse, or a marked 
variation in the rate on slight exertion, evi- 
dences of vasomotor instability, flushing, 
chills, tingling in the extremities, are all 
presumptive data which are of importance 
when correlated with similar non-specific 
symptoms. 

The record of frequent colds and upper 
respiratory tract infections is far from un- 
usual in cases of pulmonary tuberculosis but 
much more universally present in bronchi- 
ectasis. Tonsil infections are far more fre- 
quent in tuberculosis, and sinus involvement 
practically the rule in bronchiectasis. When- 
ever an apparent acute infection leaves be- 
hind it a cough that persists more than a 
month, disease of the lungs must be consid- 
ered. More attention sould be paid these ap- 
parently coincidental lesions of the nose, 
sinuses and throat in the treatment of pul- 
monary disease. 
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A history of alternation of the individ- 
ual’s endurance, an increasing ease of fativ- 
ability, or a transitory sense of fatigue that 
occurs more or less regularly without appar- 
ent cause, if prseent with localizing symp- 
toms, is so common in phthisis, that it is 
often difficult to convince one that the dis- 
ease is tuberculosis if this symptom is not a 
part of the history. It constitutes one of the 
important differential criteria between 
phthisis and bronchiectasis. However, other 
conditions, such as hyperthyroidism, su- 
acute bacterial endocarditis, effort syndrome 
or general wasting disease, must be kept in 
mind. 

A story of indefinite, elusive but persis- 
tently troublesome gastro-intestinal distur)- 
ances occurring without apparent founda- 
tion or cause, is frequent in early pul- 
monary tuberculosis and, in the absence of 
definite gastro-intestinal pathology, is very 
suggestive. These symptoms may be the 
chief and only complaint and yet the disease 
be well established. Therefore, a thorough 
chest examination is indicated in all such 
cases. 

The presence of definite anemia is unusual 
in early pulmonary tuberculosis, and sur- 
prisingly infrequent in more advanced cases. 
In its absence, a failure of the individual 
to gain weight in spite of a regimen of hy- 
peralimentation and rest, is to be taken as 
a symptom of phthisis. A record of inhala- 
tion of poisonous gases cannot be taken to 
be of great significance as far as tuberculo- 
sis is concerned, but may conceivably have 
some etiological relationship to bronchiecta- 
sis. 

Amenorrhea not definitely accounted for, 
is a symptom of pulmonary tuberculosis, 
and warrants a careful study including 
x-ray. A premenstrual rise of temperature 
of one or more degrees is frequently seen. 

It is frequently very difficult to deter- 
mine where a sudden flareup of tempera- 
ture is coming from. A pulse which drops 
as the temperature rises should make one 
think of intestinal tuberculosis. In cases 
where we have a history of high tempera- 
ture without respiratory embarrassment 
and with relatively slow pulse, again the 
bacillemia or the toxemia may well have 
come from infection in the abdomen. 

The incidence of bronchial carcinoma 's 
greater than it was a few years ago, if the 
reports from the Cook County Hospital are 
to be credited. One in every two hundred 
autopsis was on cases of bronchial carcino 
ma, during the years 1917 to 1924. During 
the year 1924, 11.25 per cent of all carcino- 
ma cases were tumors of the bronchi. This 
incidence makes it necessary to establish, as 
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nearly as possible, the differential symp- 
toms of carcinoma of the lung. Weakness, 
cough, expectoration, pain in the chest and 
dyspnea are the most important symptoms. 
The cough is at first dry and hacking but 
later productive. The sputum has no char- 
acteristic traits. Dyspnea is an early symp- 
tom. Pain in the chest was an early symp- 
tom in over ninety per cent of a large series 
reported by Fishberg, the pain sometimes 
simulating pleurisy but more often a heavy 
sensation accompanying dyspnea. Pleural 
effusion is a common accompaniment, pres- 
ent in over half of Fishberg’s cases. Fre- 
quently it is impossible to differentiate from 
abscess, using all methods. 

Careful recording of the available data 
with regard to the symptoms of lung path- 
ology presented by the patient, with sys- 
tematic study and grouping of those symp- 
toms, constitutes the duty of the physician. 
It gives the patient the benefit of more ac- 
curate diagnosis, and more intelligent prog- 
nosis. 





ECZEMA AND ECZEMATOID RINGWORM 
T. T. CLOHESSY, M. D. 
Phoenix, Arizona 

(Read before the Arizona State Medical Associa- 
—_ aa at Prescott, Arizona, April 18 to 20, 

I wished to select as the subject matter 
for a short paper, some skin disorder of 
common occurrence and of practical interest 
to the general practitioner. 

Eczematoid ringworm, especially of the 
hands and feet, is very prevalent in Arizona. 
To assist in its understanding, I thought it 
advisable te add some discussion of eczema, 
even to reviewing its elementals, for very 
much of the pathology of eczema applies 
also to eczematoid ringworm. 

I see a relatively large number of cases 
of eezematoid ringworm, and no doubt every 
practitioner in this state meets it more or 
less frequently among his patients. This af- 
fection generally has a decided eczematous 
aspect, and, in fact, until comparatively re- 
cent years, such cases of eczematous aspect 
were frankly classed with ordinary eczema. 
These eczema-like eruptions, which latterly 
have been demonstrated due to the implan- 
tation of various species of microscopic 
fungi, unlike ringworm as we long ago al- 
ways pictured it, have very rarely a disposi- 
tion to produce the ring-form by clearing up 
centrally, in this way also conforming to the 
picture of eczema. However, it had long been 
noted that many of these patches of so- 
called eczema, such as eczema marginatum, 
had sharply defined, sometimes elevated bor- 
ders, unlike most areas of eczema which 


305 


gradually shade off and merge into the sur- 
rounding normal skin. 

About 1870 it was first recognized that 
one of these eruptions with elevated peri- 
phery, called eczema marginatum by Hebra, 
and found in the genito-crural region, was 
caused by a microscopic fungus similar in 
appearance to the ringworm fungus. At that 
time microscopic and cultural mycology was 
not so far advanced and differentiation of 
species of fungi not so well carried out as 
it has been in later years by such men as 
Sabauraud and Castellani . 

It was not until about 1910 that the true 
etiological agent, the epidermophyton, was 
recognized as the cause of many of these 
eczematoid eruptions and attention generally 
drawn to these important observations by 
Whitfield of England and Sabauraud of 
France, and even now the true nature of this 
affection is too often unsuspected. 

What is the appearance of this lesion we 
call eczema, and what is the cause of it? The 
causes may be many and diverse, though 
producing clinically identical appearances. 
Succinctly, eczema is a non-destructive, non- 
nlcerative inflammatory response of the of- 
fended skin to some more or less persistent 
irritant, which reaches the tissues of the 
skin from within or from without through 
the surface. There is also the possibility of 
these irritants being formed or transformed 
in situ. Most frequently this is a persistent 
continuing irritant, eczema oftenest being 
chronic in its course, although at the same 
time it may be acute or subacute in type, 
that is, in its immediate inflammatory re- 
sponse to the immediate skin irritation. Now, 
this definition is brief, inclusive, but states 
nothing specifically or clearly to differen- 
tiate eczema from other conditions caused 
by skin irritants. However, I will endeavor 
to elaborate and clarify at length. 

Eczema may be an acute, a subacute or a 
chronic inflammatory disease of the skin. 
Most frequently we observe it as a chronic, 
itching disease of some duration. It may be 
of any distribution, being found anywhere 
from the scalp to the soles of the feet. It 
may consist of but a small patch or a large 
patch, or there may be few or many small 
patches or larger areas. It may occasionally 
be practically universal. It may present it- 
self to the eye as a reddened area, the so- 
called erythematous eczema, or it may ap- 
pear as areas of small or large papules, gen- 
erally closely crowded, named papular ec- 
zema, or these papular elevations may be 
more or les converted into vesicles, or vesi- 
cles may arise de novo, and we then see vesi- 
cular eczema. 

These papules or vesicles may be infect- 
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ed secondarily by pyogenic organisms—they 
become purulent and we have pustular ec- 
zema. The erythematous papular and ves- 
icular forms I believe to be various grades 
of inflammatory response to irritants, the 
form the eczema takes being the resultant 
of time reactivity and the nature and quan- 
tity of irritant. In pustular eczema the 
same, with later added pyogenic microbes. 


These are the four main primary types of 
eczema, the erythematous, the papular, the 
vesicular and the pustular. The individual 
lesions may be mixed forms. The points of 
the papules may have changed into vesicles, 
the contents of the vesicles may become 
more or less purulent, so we may have papu- 
lo-vesicular, vesiculo-pustular, etc. Very sel- 
dom is there a pure type, except in the case 
of erythematous eczema, and that in the 

‘earliest stages only. For instance, we often 
see a chronically inflamed, reddened, more 
or less scaly face in a man of middle age or 
beyond, the scaliness, when it reaches a cer- 
tain stage, really warranting the term ery- 
themato-squamous eczema. If the disease 
lasts long enough, and it generally does, the 
evolution of this inflammatory process which 
we term eczema brings about what we call 
secondary or consecutive eczema. This means 
that the process has gone on to hypertrophy, 
‘and desquamation of sufficient of the epi- 
dermis, so that we have squamous eczema, or 
the superficial ephithelium is so deeply re- 
moved as to leave the reddened, raw-looking 
rete Malpighii exposed, with a dry or moist 
surface, more or less covered with crusts, 
and we have eczema rubrum, dry or weep- 
ing. These crusts result from the accumn- 
lated and dried up mixture of secretion and 
shed epithelium. 

The foregoing is an elaboration of the 
first brief definition and I will review it 
briefly. We have an inflammation of the 
skin, showing itself—depending on the na- 
ture of the irritant, and the reactivity of 
the individual skin, or the stage of the pro- 
cess—as an erythematous condition, a pap- 
ular, a vesicular, a pustular, or a mixture of 
these conditions. Also the disease may con- 
tinue and evolve later into the secondary 
conditions or late appearances of eczema 
squamosum or eczema rubrum. 

I will try now to briefly correlate these 
visible and palpable external manifestations 
with the histologic processes going on with- 
in the skin, both within the derm and epi- 
derm. The irritant, the exact nature of 
which we may not know, may be a diffusible 
poison circulating in the blood, possibly some 
perverted metabolic product, perhaps a toxin 
from some localized bacteria, possibly a pro- 
tein to which the organism is sensitized and 
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shows its resentment by a localized allergic 
reaction. Also, perhaps because of some as 
yet unexplained local condition of the skin, 
the irritant attacks certain areas, and certain 
areas only, of the individual skin. I might 
also add that undoubtedly in many cases the 
irritant may be microbic, or microorganisms 
are an added factor, reaching the skin from 
within by means of the blood vessels or from 
without through the epidermis. 


We do know that bactericidal applications 
are very effecitve in many cases of eczema, 
even though we are unable to find and tag 
the guilty micro-organism. Perhaps each 
comes into play in individual cases, and 
eventually, in a century or two, with more 
refined methods of investigation, coupled 
with more advanced knowledge of the bio- 
chemistry, of the metabolism of the human 
body, of bacteriology, these obscure etiologi- 
cal agencies will be ferreted out, and we will 
be enabled to add the causal name to the 
word eczema and so have many specific 
forms of this very inclusive disease called 
eczema. The dermatologists are shamefully 
held back by the dilatoriness of the men of 
the basic sciences. For some time we have 
had gouty eczema, rheumatic eczema, scrofu- 
lous eczema, etc., but it is questionable what 
part these conditions play in its production. 
At any rate, the irritant causes a relaxa- 
tion and dilatation of the skin blood vessels, 
there is more or less exudation of serum, 
some leucocytes migrate locally, and there 
a proliferation of connective tissue 
cells. 


This process not having gone too far will 
produce an erythematous eczema. If this 
exudation continues, the epithelium, which 
is normally 1/250 inch thick, except on palms 
and soles where it may reach 1/6 inch thick, 
—this epithelium, although it contains no 
blood vessels, absorbs an over-supply of nu- 
triment. This nutriment, or lymph, is prob- 
ably mixed with diffused irritant, and we 
have a pathological hypertrophy of the epi- 
thelium, which is perceptibly shed in flakes 
or squames, and so the erythematous eczema 
evolves into the secondary or consecutive 
erythemato-squamous eczema. In fact, every 
erythematous eczema of any duration shows 
some scaling, from mere branny flakes to 
perceptible scales. 

Coming to papular eczema, the irritant 
may be so severe and so disseminated as to 
cause perceptible accumulations of cells, 
both exudative and proliferative, which we 
recognize as circumscribed collections of 
cells, or papules. Or the virus may be so 
acutely active as to cause separation and ele- 
vation of the epithelial elements by the rapid 
accumulation of exuded serum, and we have 
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numerous vesicles. Thus is presented vesicu- 
lar eczema. The entrance of pyogenic organ- 
isms into these vesicles causes the attraction 
of numerous leucocytes, thus translating 
these vesicles into pustules, and we have 
pustular eczema. 

The diseased superficial epithelium may 
scale off deep enough to leave the lower 
germinative epithelial cells bare and we have 
eczema rubrum. So, whatever qualifying 
name we may add to it, eczema is still this 
special inflammatory disease of the skin. 
The condition in which we see it, and the 
qualifying name we add to it, generally de- 
pend on the virulence of the causative agent 
or the stage of evolution at which we see it, 
or both cause and stage. 

How are we to recognize eczema when we 
see it? We know there are many Causes, 
many agents, both from within and without, 
which may cause this inflammation of the 
skin we call eczema. We know that it is 
usually a chronic condition and that it shows 
itself as an erythematous, a papular, a ves- 
icular, or a pustular eruption, or shows a 
combination of these various lesions. The 


skin is limited as to the visible lesions it 
may present as a protest or protection 
against an irritant or poison, and eczema 
presents most of those visible manifestations 


of revolt. We may bar the secondary ulcers 
and scars, which we never find as the result 
of an uncomplicated eczema. 

How are we to differentiate eczema from 
other skin diseases very similar in appear- 
ance but caused by recognized spscific 
agents? For a long time seborrhoeic eczema, 
or seborrhoeic dermatitis, sometimes indis- 
tinguishable clinically and microscopically 
from true eczema, was classed as unqualified 
eczema. Finally it was discovered that se- 
borrhoeic eczema was due to microorganisms 
of external origin, and so eczema was nar- 
rowed down by separation of this condition, 
and seborrhoeic dermatitis was catalogued 
as a distinct disease. 

Again, the fungus epidermophyton was 
recognized as causing some cases of former- 
ly called eczema. Eczema was narrowed 
down again and eczematoid ringworm was 
separated and took its place in the catalogue 
of specific skin diseases, as had eczematoid 
dermatitis, which seborrhoeic dermatitis 
might equally as well be called. Even ecze- 
matoid ringworm is undergoing further an- 
alysis on the basis of etiology. This sifting 
process must go on a long time before ec- 
zema, as we know it, can be eliminated. Lat- 
er on, we may, by increased knowledge and 
improved methods, recognize some other 
causative agents, or agent, catalogue the 
newly discovered etiological agent. This may 
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give you some idea of what eczema is, or is 
not, whichever way you may wish to look 
at it. 

But the question is, how are we to know 
eczema when we see it? Stelwagon allots 
ten generous pages to twenty-two diseases 
which may resemble eczema and enumerates 
and points out the differential details. To 
appreciate these distinctions one must nec- 
essarily have some fairly accurate knowledge 
of those various conditions. So I must con- 
fess there is no way of being reasonably sure 
that you have this inflammatory condition 
of diverse etiological agency unless you can 
exclude these various recognizable diseases. 

Stelwagon well recognized this difficulty 
when he advised the uninitiated that when 
they see an inflammatory skin condition that 
looks like eczema, and are going to do any 
guessing, to guess eczema, because it is ec- 
zema more often than it is anything else. I 
see much seborrhoeic dermatitis and eczema- 
toid ringworm, and comparatively little ec- 
zema in Arizona. 

Coming now to eczematoid ringworm, espe- 
cially of the hands and feet, I believe I will 
be justified in taking up your time by call- 
ing your attention to its extensive prevalence 
in this state. Proximity to California may 
account for this wide-spread infection. Cal- 
ifornia has long been noted for its many 
fungus infections, and has often been referr- 
ed to by dermatologists as the “mushroom” 
state. And many Californians come to Ari- 
zona to enjoy a better climate and bring 
their fungi with them. 

There is an inflammatory condition of the 
skin most marked in the genito-crural region, 
and often limited to that region, which has 
practically every visual appearance of ec- 
zema, with, in addition, a very sharp mar- 
gin somewhat elevated, instead of a margin 
gradually shading into the sound skin, as it 
does in ordinary eczema. Because of that 
perceptibly pronounced margin, and without 
knowledge of its true significance or causa- 
tion, it was long called eczema with the 
qualifying word “marginatum” added, and 
eczema marginatum referred to this particu- 
lar regional form of eczema. Later it was 
discovered by microscopic examination that 
a fungus, epidermophyton, was always 
found in these cases, that it was the cause 
of this particular form of skin inflammation, 
and that this sharp, elevated margin was 
caused by the fresh, forward growth and ir- 
ritation of the advancing fungus. This, I be- 
lieve was the first recognition of eczematoid 
ringworm. Eczema was narrowed down by 
this discovery and eczema marginatum cata- 
logued as a specific condition and called 
tinea cruris. 
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Upon the hands and feet, both on the 
flexor and extensor surfaces, you will fre- 
quently find an inflammatory condition 
which may present to the eye any of the ap- 
pearances described above as present in ec- 
zema. You may find a reddened erythema- 
tous condition with more ocr less infiltration 
and thickening, or you may find papules, 
vesicles and pustules, or any combination of 
these primary lesions, and you may find ex- 
foliation as the result of the diseased skin 
peeling off in pathological quantities. 

Judging from the number of cases of this 
malady which I meet, I am confident that 
you all have seen and can recall similar cases. 
In most of these cases there will be found 
one characteristic feature, and that is the 
individual lesion or groups of lesions are 
more or less sharp'y marked off from the 
surrounding healthy skin, which is in con- 
trast to the condition found in ordinary ec- 
zema, which, I cannot too often repeat, grad- 
ually shades off into the surrounding nor- 
mal skin, and has no elevated margin. 

This condition presents itself in most 


varied aspects, C. J. White describing eleven 
forms, most frequently on the hands and 
feet, and I will try to describe more in de- 
tail its different appearances. When you see 


it as a late chronic condition, you will find it 
on the hands and fingers, also on the feet, 
on the soles, or upon the toes, or in the in- 
terdigital spaces as a more or less dry, scaly 
condition. Sometimes one large patch, and 
again several large or small patches, are 
very frequently diagnosed as chronic ec- 
zema, and it certainly very much resembles 
such. 

You will notice, however, that the patch 
or patches have this so frequently mentioned 
more or less sharp and frequently elevated 
border. I have noticed in some cases, where 
there seems to be an individual partial im- 
munity, there may be found only occasion- 
ally itchy spots between the toes or on the 
ball of the foot, which, on rubbing or 
scratching, develop into occasional outbreaks 
of an itchy, reddened, inflamed, erythema- 
tous condition, sometimes with the forma- 
tion of a few vesicles, with subsequent scal- 
ing. These are very annoying, and some- 
times become secondarily infected with pyo- 
genic organisms. As an acute affection 
about the hands and feet, it may appear as 
a sudden outbreak of a vesicular or vesico- 
bullous character, resembling at times a 
dermatitis venenata, an acute eczema, or a 
pompholyx. Darier even denies the existence 
of pompholyx, considering this infection 
nearly always caused by the epidermophy- 
ton. 

However, you will find that a very large 
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percentage of the eruptions on the hands 
and feet sharply margined, of several weeks 
or more duration, no matter what the phase 
when seen—whether erythematous, squa- 
mous, pustular, ete.—but which in the be- 
ginning were vesicular eruptions, are caused 
by the epidermophyton, and the fungus may 
often be demonstrated by the microscope if 
carefully searched for. 

Sometimes, on the feet, as I have already 
stated, it may be found as an acute vesico- 
bullous eruption, of sudden onset, with all 
the characteristics of a vesicular eczema or 
a pompholyx. Sometimes it seems like a 
chronic intertrigo, with whitened, sodden 
masses of epithelium between the toes, and 
very itchy. The patient sometimes rubs off 
this mass of epithelium, and a raw, sensitive 
surface is exposed. The intertriginous form 
often begins as an acute vesicular eruption. 

There is one type which shows itself as a 
hyperkeratotic condition, there being an 
overgrowth of horny epithelium on the plan- 
tar surface. Some outlying vesicles or pus- 
tules or papules may be found from dissem- 
inated infection, and these furnish the clue 
as to the nature of the infection. In all cases 
of an eczematoid nature, on any part of the 
body, the third and fourth interdigital spac- 
es should be examined, as, in almost all 
cases of eczematoid ringworm, some infec- 
tion will be found in those spaces and fur- 
nish corroborative evidence. These cases, I 
may again repeat, are very frequently en- 
countered in Arizona, and, once suspicion is 
directed toward the possible or rather prob- 
able cause, careful search should be mace 
for the organism, the fungus, by soaking 
some of the epithelium from the advancing 
edges of the lesions for some minutes in a 
twenty per cent solution of potassium or 
sodium hydroxide, and examining under the 
high, dry power, when the fungus epidermo- 
phyton, may be found. 

This condition is also occasionally found 
on other parts of the body, lacking the ordi- 
nary features of ringworm, such as the 
clearing center, and having all the essential 
visual features of eczema, except that the 
areas are usually sharply demarcated. 

As to the treatment, it varies with the 
acuteness or chronicity, the severity or stage 
of the disease. In very acute conditions it 
is best to begin with mild measures, unirri- 
tating, antiseptic and sedative ointments. I 
generally use Lassar’s paste with one per 
cent carbolic acid, and two per cent salicylic. 
When the acute condition subsides it may be 
treated as in the more chronic, sluggish 
cases. In those more sluggish, chronic cases 
I often get good results with a thorough 
painting of tincture of iodine, with three 
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grains of the red iodide of mercury to the 
ounce. This should be followed for a number 
of days by the carbolized salicylated paste. 
Often, I use a peeling and fungicidal prep- 
aration, such as Whitfield’s ointment, six 
per cent salicylic, and twelve per cent benzoic 
acid in petrolatum. This I have rubbed in 
morning and night for three to five days, 
and followed by carbolized and salicylated 
paste for a week or ten days, or until the 
skin peels off and renews itself. This pro- 
cedure is repeated if necessary. 

After apparent cure, I direct my patient, 
at the first sign of returning papule or vesi- 
cle, to give it a thorough painting with tinc- 
ture of iodine -with three grains of the red 
iodide of mercury to the ounce, and follow 
by continuous application of carbolized and 
salicylated paste for some days. In this 
way, I believe, I head off much redevelop- 
ment, and finally eradicate the whole infec- 
tion. Whitfield’s ointment—advocated by 
and made for Whitfield, who was one of 
the first to recognize and point out the true 
nature of these eczematoid conditions—ap- 
plied for three to five days, morning and 
night, generally brings about exfoliation of 
the superficial epithelium and permits the 
benzoic acid to reach and destroy the fungus 
growth. It should always be followed by an 
antiseptic, soothing and protective applica- 
tion, such as carbolic acid one per cent, sali- 
cylic acid two per cent in Lassar’s paste. 

DISCUSSION 

DR. R. N. LOONEY, Prescott: It scems that 
there is very little to add to Dr. Clohessy’s splendid 
paper on eczema. I was especially interested in 
that part of the doctor’s paper dealing with ecze- 
matoid ringworm, usually seen on the hands and 
fect. It is only of recent years that this form of 
eczema has been proven to be due to a *ungus. 
Some authors had described the condition fairly 
well, as early as 1892, but it was not until 1910 
that it was shown to be due to a fungus, and that, 
to effect a cure, a germicide must be used. I be- 
lieve the great trouble with the general practition- 
er, who has to treat any form of eczema, is that 
he does not have the same co-operation of the pa- 
tient in treating this condition that he has in treat- 
ing diseases that are dangerous to life. We have 
patients come to our office suffering with eczema; 
we prescribe for them and ask them to return in 
a few days. They may return, but most likely they 
will not. If they do not get immediate retief they 
go to the druggist and ask for some sure cure for 
eczema and begin treating themselves. We know 
eczema is curable, sometimes rapidly, and in other 
instances after a long period of treatment. But in 
many cases it is difficult to get the cooperation 
of the patient long enough to effect the cure. 

DR. BAYARD SULLIVAN, Whipple: I judge 
from the remarks in Dr. Clohessy’s paper, that he 
gives California credit for having all resources; 
along with the frosts, they occasionally have fun- 
gus diseases. I should like to speak of ringworm. 
It is well known that ringworm is due to a vegeta- 
ble parasite, which may be the small, or micro- 
sporon, or the large megalosporon. Another thing 
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to be remembered in ringworm is that, while it 
usually affects the corneous layer of the epidermis, 
it sometimes involves the connective tissue. Ring- 
worm of the hands and feet, we have learned in 
the last few years, is much more common. In a re- 
cent edition of the Literary Digest an article was 
published, devoted to this subject, in which the 
author speaks of the commonness of this condition 
and how easily it is transmitted. He says it is fre- 
quently transmitted in gymnasia, swimming pools, 
etc. 

Eczema and the ringworm can practically always 
be differentiated by means of the microscope. While 
ringworm was known as far back as 1843 or 1844, 
I believe it was not until 1892, when Sabaroud put 
out the most classical study on this subject, we 
were able to come to any definite conclusions. 

At Whipple we do not see very much eczema; 
occasionally we have some eczematoid ringworm. 
The use of x-ray has given some result. Another 
form of eczematoid ringworm is tinea cruris, which, 
according to Castellani, is caused by the epidermv- 
phyton instead of being a true tricophyton. We 
see some of that; it is very chronic and very ob- 
stinate. There, also, we use the x-ray but the re- 
selts are not satisfactory. 

DR. DONALD FRICK, Los Angeles: Some of 
you may remember that this eczematoid ringworm 
had a great many names and titles in the tropics. 
It is practically universal in the tropics, and the 
men whom we saw who had been in the army in the 
Phillipines, Cuba and the Panama Canal Zone, had 
this type of disease. The mixing of soldiers and 
clothes during the war carried it from one to an- 
other very readily. Before the war we saw very 
little of it. I think, subsequent to the war, the gen- 
eral practitioner and the specialist see it very of- 
ten, as we saw much immediately afterwards. We 
can trace it from the tropics into our army and gen- 
eral population. I suppose it is true that the coast 
cities—Los Angeles, San Francisco, and so on 
have more of it than there is in the interior, be- 
cause we are more likely to be infected by people 
from the tropics. 

DR. W. WARNER WATKINS, Phoenix: While 
visiting Dr. Castellani’s clinic in New Orleans, one 
of the physicians asked him regarding ihe ireat- 
ment for epidermophyton infection of the toes. Dr. 
Castellani carefully dictated five prescriptions, with 
instructions to use No. 1 the first week, No. 2 the 
second week, and so on for five weeks, and then 
start over and repeat. When asked whether this 
would cure the infection, he replied, “Not very 
likely.” The treatment is, therefore, difficult. On 
several occasions we have had patients referred for 
x-ray treatment of so-called eczematoid ringworm. 
We do not pretend to be able to diagnose the con- 
dition, but if the physicians referring the cases 
were correct in their diagnosis, radiation by low 
voltage x-ray will almost invariably cause the 
prompt disappearance of the lesions. The perma- 
nency of this effect is not always so certain. 

DR. CLOHESSY (closing): I have not much fur- 
ther to add in regard to treatment. I believe that 
we get excellent results from the following method: 
Exfoliate the skin, bathe with a salicylic acid solu- 
tion followed by the application of a carbolic paste 
for a week to ten days and repeat several times. 
The patient should be instructed as to the nature 
of the disease and should have on hand a bottle of 
iodine solution, so that, when slight spots appeur, 
they can be covered with this solution. Almost in- 
variably these patients are greatly benefited by 
radiation treatment. They should be prepared to 
attack the disease immediately with red iodide of 
mercury, followed with the paste. 





310 


THE TREATMENT OF BLADDER NECK 
OBSTRUCTIONS 
W. G. SHULTZ, M. D. 
Tucson, Arizona 

(Read before the Arizona State Medical Associa- 
tion meeting at Prescott, Ariz., April 18 to 20, 
1929.) 

We very often see cases in which symp- 
toms of urinary obstruction, presumably due 
to prostatic hypertrophy, are out of propor- 
tion to the amount of prostatic enlargement 
palpable on rectal examination. A cysto- 
scopic examinatioin of such cases should al- 
ways be insisted upon as it may show that 
the symptoms are due to hypertrophy con- 
fined entirely to the median lobe of the 
prostate or to the subcervical group of 
glands. More frequently they are caused by 
bar formation at the neck of the bladder, 
the result of inflammatory changes in the 
mucosa and underlying prostatic tissue. At- 
tention was called to these changes by Guth- 
erie over a century ago, at which time he 
pointed out that, because the symptoms are 
the same as those resulting from prostatic 
hypertrophy, many attempt to treat the ob- 
struction as a hyperplastic process instead 
of a prostatic atrophy with inflammatory 
changes, which it so clearly is. Small atro- 
phic prostates, if there is sufficient intra- 
urethral impingement of the lateral lobes, 
should, of course, be removed, but to drag 
from its bed the atrophic, adherent, and 
sclerotic tissue which frequently forms part 
of the condition of median bar formation, is 
an operation taxing not only the energies 
but the utmost skill and anatomical knowl- 
edge of the operator. The dangers from in- 
jury to contiguous structures and actual 
failure sometimes to remove anything should 
contraindicate such an operation. 


To perform complete prostatectomy, or 
the operation devised some years ago by 
Chetwood, to remove such a comparatively 
small amount of obstruction, has seemed il- 
logical to many urologists. Young has said 
the amount of tissue removed at a supra- 
pubic operation is so small that it seems 
ridiculous to have to perform a major opera- 
tion for its removal. 


In 1909, Young devised the median bar 
excisor, or punch, by modifying his urethro- 
scope. Although Young reports 156 cases 
treated with this instrument before 1917 and 
in his recent book reviews a series of 355 
cases, the operation has never met with the 
popularity that it deserves. There are sev- 
eral possible reasons for this, two of which 
seem most important: First, the fear of un- 
controllable postoperative hemorrhage; and 
second, the necessity for performing the op- 
eration without adequate vision. In all the 
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instruments devised since the advent of 
Young’s punch there is an effort made to 
correct one, or both, of these objections. It 
is true that the small portion of tissue to be 
removed can be seen by reflected light 
through the shaft of the instrument as it 
projects through the opening, but its posi- 
tion and relationship to other structures are 
not discernible because the instrument has a 
closed end and no direct illumination. With- 
out a visible field, unless the operator is 
very expert, it is evident that the base of 
the bladder, trigone, or triangular ligament 
might easily be cut instead of the median 
bar. The operator might also take a punch 
of tissue out of the posterior urethra. All 
these accidents are more liable to happen 
with the second, third, or following bites, if 
one wishes to remove several. Young re- 
ports one such case although it did not oc- 
cur in his own hands. Parker and MacGowan 
of Los Angeles avoid the above dangers and 
objections by opening the bladder supra- 
pubically and then performing the punch 
operation under direct vision, using their 
very excellent modification of the Young 
punch. This, of course, defeats the purpose 
of the punch operation, which has been de- 
vised to eliminate the necessity for an open 
operation. 


Braasch, in an endeavor to overcome the 
objection of poor vision, modified in 1918 his 
direct cystoscope so that the operation could 
be carried out under vision. The modifica- 
tion consisted, as in the Young instrument, 
of a window in the lower wall of the direct 
cystoscope close to the distal end. As the 
lamp was retained and the distal end left 
open, the operator was able to see the tissue 
to be removed, not only as it entered the 
window, but also prior to its engagement, 
and its relation to all other adjacent struc- 
tures. The dilatation of the urethra and 
bladder with water makes removal of multi- 
ple portions of the obstruction easy, as the 
bleeding field is kept free from clots, a com- 
plication that greatly handicaps an operator 
using the other type of instrument.. With 
this instrument, hemorrhage may be con- 
trolled by fulguration, without changing 
to a cyctoscope, as is necessary with the 
Young punch when 0bleeding is_ of 
such an amount that it requires this pro- 
cedure. Tolson has devised an insulated 
shaft for use with the Young punch for the 
same purpose, with a contact point which 
just fits the window. This electrocoagulates 
the entire excised area rather than just the 
bleeding points and, for this reason, has the 
objections, inherent to the cautery punch, of 
producing an excess of charred tissue. Also, 
it is quite difficult, after the engaged por- 
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tion of the bar has been excised and re- 
moved, to hold the punch sheath in exact- 
ly the same position while the knife is re- 
Placed with the Tolson insulated shaft and 
the electrocoagulation may not take place 
at the exact point you wish. 


Caulk, in 1920, modified the Young punch 
so that a cautery blade was substituted for 
the circular knife and to this modification 
and its author must be given credit for the 
recent popularization of the operation, which 
‘he believes suitable in forty per cent of all 
cases of prostatic obstruction. At Mayos’ 
the ratio is one punch operation to six pros- 
tatectomies, indicating that they do not feel 
that this operation offers as much as Dr. 
Caulk seems to believe. It is possible, when 
properly used, to prevent postoperative 
bleeding with either the Caulk cautery 
punch or the Tolson modification of the 
Young punch but both instruments have 
several objectionable features, the least of 
which is the occasional late bleeding occurr- 
ing one to two weeks after the operation 
when the slough comes away. A more re- 
cent cautery punch known as the Rose 
cautery punch has many features in its fa- 
vor. Adequate vision and light is supplied 


in this instrument by usine the light and 


lens system of the McCarthy for oblique 
panendoscope. Irrigation keeps the field of 
vision clear and bleeding is controlled by 
means of the cautery blade, which works 
over the lens system in an ingenious man- 
ner. This instrument, however, does not 
eliminate slough. Following the use of these 
instruments there is a high incidence of 
complications resulting from secondary in- 
fection. The burned neck of the bladder re- 
quires longer to heal than when excised and, 
until healing has occurred, the slough acts 
as a focus for ascending urinary infection. 
The frequency of pyelitis following a cau- 
tery operation is high. 

All these instruments may be used with 
a definite advantage to remove remnants of 
prostatic tissue that obstruct the posterior 
urethra following previous prostatectomy. 
This complication following prostatectomy is 
seen only too frequently and usually occurs 
following a two-stage operation, during 
which the gland has been removed without 
adequate exposure through a dilated supra- 
pubic sinus. The persistent sinus will close 
following removal of these tags, or rem- 
nants, by means of the punch. The removal 
of the obstructing portion of a prostate with 
recurring malignant disease offers still an- 
other field of usefulness for the punch op- 
eration. If the obstructing portion of the 
growth is removed, the patient is saved 
from constant use of the catheter, often 
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quite as distressing and aggravating as the 
slowly growing neoplasm. In fact, the pro- 
cedure should not be confined to recurrent 
malignant lesions, but may be used as a val- 
uable palliative and preliminary measure in 
many cases of carcinoma of the prostate. 
By this operation these patients have been 
relieved of urinary symptoms from the time 
of their inception until death. 

Early in 1926, Dr. Collings of New York 
devised an instrument to be used in conjunc- 
tion with the McCarthy for oblique panende- 
scope, which seems to possess the qualifica- 
tions of eliminating all the disadvantages of 
the above mentioned instruments, as well as 
to render all of the above operative pro- 
cedures easy of accomplishment. This in- 
strument is a new type of generator of high 
frequency current which delivers a current 
the oscillations of which are estimated at 
about 1,400,000 per second. The rapidity of 
these oscillations prevents their fading out, 
so that, although the spark gap current is 
damped in water, its efficiency for cutting 
is even better. This new generator delivers 
a current whose frequency is such that it 
cuts instead of burns. It destroys the pro- 
tein molecules by jostling them with such 
violence that they explode. Blood vessels are 
sealed as they are cut across and only a 
negligible primary hemorrhage ensues. Heat 
penetration is infinitesimal as compared with 
the old type of fulguration current; hence, 
a negligible slough occurs. There is no sec- 
ondary hemorrhage and the incidence of 
complications resulting from secondary in- 
fections is much lower than following any 
of the cautery punches, and equally as low 
as, if not lower than, following the Braasch 
punch. 


With this instrument it is possible to 
actually excise the floor of the bladder neck. 
Cuts are made at five o’clock and seven 
o’clock. They are carried to such a length 
and depth as the case requires and, by turn- 
ing the cutting knife blade lateraily, the two 
incisions are joined, thus excising the inter- 
vening tissue and completing the operation. 
The entire procedure is performed under di-~ 
rect vision and the efficiency of the excision 
can be immediately observed. 

This instrument, due to the fact that it 
seals as it cuts and destroys all the cells 
with which it comes in direct contact, leav- 
ing no slough or hemorrhage, possesses a 
decided advantage over the various punches 
for dealing with obstructions due to malig- 
nancy. In fact, the Collings electrotome pos- 
sesses none of the objectionable features of 
the above mentioned instruments and com- 
bines in one instrument all of the advantag- 
es claimed for them; viz., clear adequate 
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vision, a clear operative field, the work be- 
ing done under constant irrigation, a negli- 
gible primary bleeding, no secondary bleed- 
ing, no slough, and a minimum amount of 
secondary and ascending urinary infection. 

This review of the various instruments 
and methods for dealing with bladder neck 
obstructions, as well as case reviews, should 
be of interest in determining whether this 
is merely a palliative measure, giving relief 
for a short period until subsequent prosta- 
tectomy becomes necessary. At Mayos’ dur- 
ing 1914, 1915, and 1916, ten operations 
were performed with Young’s punch and Dr. 
Bumpus reports as follows: “As the pro- 
cedure was new, it is probable that the 
group was not well selected, for at that time 
the limitations of the operation were not ap- 
preciated as well as now. Asa result, it was 
necessary to perform prostatectomy subse- 
quently in two cases, in one a few weeks af- 
ter the punch operation and in the other a 
year later. In each case, the tissue removed 
showed only chronic inflammatory changes 
without adenomatous hypertrophy. Of a 
hundred and eighty-two remaining cases in 
the Mayo series, in which different types 
of instruments were used, it has been neces- 
sary to perform prostatectomy in seven oth- 
er cases, or four per cent. In four of these, 
the operation was performed within a month, 
one four months later, one six months later, 
and, in the last case, the patient was advised 
that subsequent prostatectomy would be nec- 
essary because of hypertrophy of the lateral 
lobes but he did not return for operation un- 
til a year later. 

These unfavorable results. bring up the 
point as to whether glandular enlargement 
or true inflammatory fibrous conditions are 
most likely to react disappointingly to this 
form of treatment. 

Keyes writes, “It is the fibrous rather 
than the adenomatous obstructions that will 
immediately recur or immediately not be 
relieved, because the scar has not been di- 
vided.” Taking the opposite view, Frontz 
states, “Personally I do not feel that it is an 
operation that should be done for prostatic 
adenoma.” Bumpus feels that more impor- 
tant than the type of enlargement is the 
presence or absence of intraurethral en- 
largement of the lateral lobes. If they are 
enlarged, the removal of a portion of the 
median lobe will simply tend to exaggerate 
the lateral hypertrophy by permitting the 
lobes to fall together and overlap. 

Caulk makes the statement that, if a man 
remains well for six months, he usually will 
remain so forever. 

It is well to remember in any properly 
selected series of cases the incidence of fail- 
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ure from this operation is about eight to ten 
per cent. 


Case 1. Presented median bar and slight intrau- 
rethral enlargement of the lateral I!cbes, most 
marked of the left lateral lobe. Residual urine 
three and one-half ounces. Collings electrotome re- 
moval of the median bar was done. Urine was 
very slightly colored for three days after the op- 
eration. No infection. Five days after the opera: 
tion, residual urine of slightly less than one ounce. 
Three months after operation, residual urine 12 
c.c., or nonce, since that amount probably accumu- 
lated in the time that elapsed from passing his 
urine until he was catheterized. ; 

Case 2. Median bar, no enlargement of lateral 
lobes. Badly infected urine; July, 1926, residual 
three ounces. Ulcer on left of median bar. October 
8, 1926, residual urine five ounces, *‘requency and 
burning increased. Operated by Collings electro- 
tome July, 1927, and five months later no residual 
and urine practically free of pus. Patient symp- 
tomatically well. 

Case 3. Median bar. No lateral lobe enlargement. 
December, 1926, ulcer on median bar and very of- 
fensive infected urine caused me to suspect mal- 
ignancy. Bladder irrigations cleared up the ulcer 
but there was a residual urine of six ounces still 
present. Removal of the median bar by means of 
the Collings electrotome, September, 1927, was com- 
pletely successful and in December, 1927, the blad- 
der infection had almost completely cleared up, he 
had a residual urine of one-half ounce, was symp- 
tomatically well and has remained so until the 
present time. 

Case 4. Median bar, slight right lobe, intraure- 
thral enlargement, residual urine three and one- 
half ounces. Collings electrotome removal of median 
bar April, 1928. One week after the operation 
residual urine one-half ounce. Six months later the 
same amount, but the patient was nervous about 
himself, would not sleep and insisted on removal of 
his prostate. 

Case 5. Carcinoma of prostate and bladder. Hem- 
aturia and urinary difficulty began five years be- 
fore he reported to me for examination, at which 
time his bladder capacity was two ounces and he 
had to pass a catheter on himself frequently. A 
cockleburr-like growth was seen over the entire 
bladder orifice except a small area in the upper 
right portion. The bladder was filled with growths 
over lower and left portion; in fact, I could hardly 
see anything else. All of the growth in the bladde: 
neck and all of the bladder involvement that couid 
be seen well, were removed with the Collings elec 
trotome at the first sitting. Two weeks later the 
entire growth was fulgurated. Later this procedure 
was repeated several times. Four months after tho 
first examination, bladder capacity six ounces. No 
residual, bladder orifice free of growth and only a 
large ulcerated area at the trigone and left side of 
the bladder remained. Patient was able io contre! 
the urinary function perfectly except for a fre- 
quency of about every three hours by day and once 
or twice at night. No infection occurred. 

DISCUSSION 

DR. C. N. PLOUSSARD, Phoenix: Dr. Schultz’ 
paper covers very thoroughly the operative treat- 
ment of bladder neck obstruction caused by the so- 
called “median bar” prostate with incomplete re- 
tention, and the development of instruments used 
in dealing with this type of obstructive uropathy. 

While discussing this paper I wish to commend 
the work of Dr. John R. Caulk of St. Louis. He 
devised the Caulk cautery punch in 1920, and in his 
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hands it has been unusually successful. A recent 
communication from him states: “I am using my 
punch operation in 65 per cent of all obstructions 
by doing repeated operations taking out multiple 
pieces at one time.” We see many of these pros- 
tates which were large go down in various instanc- 
es, after drainage and incision with removal of 
pieces. It has convinced me conclusively that the 
growth is generally inflammatory. If that is the 
case, we should get them early and prevent them 
from having prostatectomy. When one secs Dr. 
Caulk do a few of these punch operations and 
then does them under his direction, it is more clear- 
ly understood why there is little or no bleeding, 
minimum amount of slough, large percentage of 
cures, and a minimum amount of infection. 

His technic, when followed to the letter, is sim- 
ple, safe, sane and satisfactory and certain to re- 
lieve the obstruction in a large majority of cases 
properly diagnosed and selected. 

The cautery punch operation is indicated in cer- 
tain cases with definite histological make-up of 
gland. It is important, we believe, to make a sharp 
distinction between this pure fibrous median bar, 
which yields to such comparatively simple proce- 
dures as the cautery punch, and the glandular hy- 
perplasia at the vesical neck, which requires oper- 
ative relief in majority of cases. It is the failure 
to appreciate this anatomic difference which ac- 
counts for some of the poor results from punch 
operations. 

With the Caulk cautery punch properly in place 
for operation one can clearly see the prostate en- 
gage in the fenestra, study its histology by color, 
consistency, firmness, smoothness of gland and, 
when injecting novocain prior to operation, one 
can feel the degree of fibrosis present by the feel 
of the needle as it is inserted into prostate. The 
actual time consumed in removing the piece is so 
short one can see and understand why there is a 
minimum amount of slough. The firmness with 
which the instrument is held against the prostate, 
the short time that the current is flowing through 
cautery and the rotary motion of cautery blade all 
aid to the high number of beneficial operations by 
this particular method. 

Now to go a little more into the detail of blad- 
der neck obstruction, considcring the causes other 
than median bar obstruction. The term “neck” of 
the bladder is employed to designate the region 
around the vesical orifice. The bladder is some- 
what narrower at this point but there is no dis- 
tinct neck. Altho prostatic hypertrophy, median bar 
formation, contractures at the vesical outlet, and 
other conditions at the vesical neck which I will 
mention later, differ in their pathological anatomy, 
yet the changes both in the upper and lower urin- 
ary tract which result therefrom, together with the 
clinical picture, differ only in degree. I will only 
mention the conditions which may present them- 
selves at the vesical neck and cause the patient to 
seek relief because of the obstruction and difficult 
urination and chronic retention. (1) Injury to this 
region, as bullet wounds, passing of metal cath- 
eters. (2) Prostatic abscess. (3) So-called “cord 
bladders,” such as found in tabes, may simulate or 
even be found associated wtih obstructions caused 
by median bar formation; the patient experiences 
difficult urination and has a chronic retention. 
(4) Retention cysts of prostate as described by 
Englisch in 1873 when autopsy was performed on 
two men aged 40. Then Abbi, in 1900, reported a 
case of acute retention of urine in a young man in 
whom, on suprapubic cystotomy, he discovered a 
cherry-sized cyst at the prostatic orifice which act- 
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ed as a ball valve. Cyst was cut off and base su- 
tured with excellent result. Berkhart, in 1902, and 
A. Cabot, in 1906, reported similar cases, the cysts 
being removed by suprapubic operation. (5) Pos- 
terior urethritis and trigonitis with obstructior 
from long standing catarrhal inflammation with 
scarring and fibrosis. (6) Trigonal and interureteric 
ligament hypertrophy. (7) Retention of urine in 
children and young adults caused by muscular hy- 
pertrophy at the vesical neck as in pyloric stenosis 
or other fibrotic changes at this point. (8) The 
obstructions met with after prostatectomy. (9) Ves- 
ical calculi can be confused with prostatic hyper- 
trophy with obstruction especially, if rectal exam- 
ination should lead us to believe that the prostate 
might be the exciting cause. 

Clinically one sees cases of bladder neck obstruc- 
tion, especially those with prostatic obstruction, un- 
der two conditions; (a) Complete retention, emerg- 
ency; (b) Cases of election in which one must 
choose between nonoperative or operative relief. 

In those seen during an attack of acute reten- 
tion, such an emergency is usually brought on by 
cold, exposure, sexual or alcoholic excesses or post- 
ponement of the act of urination for a long neriod. 
Treat by catheterization with complete emptying 
of bladder at once, or by gradual emptying of blad- 
der. This latter method is safer because it allows 
the kidneys to adjust themselves to the sudden re- 
lief of back pressure and sometimes prevent an 
anuria. 

In emergency case with massive hemorrhage into 
bladder, catheterization is usually unsuccessful be- 
cause of blood clots stopping catheter. These cases 
are met with occasionally in (1) greatly congested 
middle lobe prostate, (2) ulceration of vesical as- 
pect of prostatic cancer, (3) decubital ulcer behind 
small middle lobe caused by calculi. These cases 
require suprapubic cystotomy for relief of condition 
so that the case can be “tided over” into the stage 
of election. 

In emergency cases complicated by severe cys- 
titis and pyelonephritis, an indwelling catheter with 
irrigation of bladder two or three times daily with 
potassium permanganate yields best results. If 
catheter is not tolerated, suprapubic drainage 
should be resorted to early. 

In treatment of cases of election one can study 
the case and prepare his patient for the treatment 
necessary and then advise different treatment ac- 
cording to the degree of obstruction, kind of ob- 
struction, general condition of patient, condition of 
genito-urinary tract, etc. To elaborate on any of 
these would take time and space not allotted at 
this time. 

DR. C. C. BENEDICT, Whipple: Dr. Schultz in 
his paper has covered the subject very thoroughly. 
He emphasized the fact that this operation is pri- 
marily in selected cases. The obstruction is prob- 
ably entirely due to chronic inflammatory condi- 
tions, including those of malignant origin. The 
“median bar” to which he refers is originally the 
middle lobe of the prostate; the prolongation up- 
ward toward the urethral orifice results in the 
building of a wall, elevating the top of this wall to 
a point above the level of the prostatic urcthra, and 
consequently filline the orifice. The result is reten- 
tion of various degrees so that the regidual 
urine may amount to three or four ounces, or even 
as much as twelve ounces, depending upon the 
height of this median bar. Median bar development 
ment, as a rule, is the sequel of chronic cystitis, in 
which this growth upwards is most commonly 
found. The operation advised is for the purpose of 
relieving this symptom without doing an open op- 
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eration or suprapubic cystotomy. The idea of doing 
suprapubic cystotomy and then using the Young 
punch, defeats the purpose of the punch, which is 
to avoid a major operation. The development of a 
window so that a rear view could be had on intro- 
duction of the instrument is of definite value. It 
seems to me that Collings’ urethretome does away 
with all objections in that there is no post hemor- 
rhage, the smallest amount of damage to tissues 
resulting in the smallest amount of slough. The 
Collings urethretome fulfills all. requirements of an 
instrument for doing this operation without doing 
an open operation. There is a point in the selection 
of cases in which this operation should be done— 
hypertrophy of the prostate; the removal of the 
segment which formed the obstruction in front of 
the orifice would defeat its own purpose in hyper- 
trophy, because the lateral cells continue to hy- 
pertrophy and the lateral lobes would immediately 
fill in the space left by the segment removed. 

I should like to have the doctor tell us something 
about his experience with papilloma, the selection 
of papilloma for operation and the location of pap- 
illoma in the urethral orifice. 

Dr. SCHULTZ (closing): Papilloma may be 
treated very successfully with the Collings urethro- 
tome. The case I reported probably started as a 
papilloma. This instrument permits the removal of 
deep abscess with all the advantages of the cautery 
and radio knife. 





ENLARGED SPLEEN WITH SUDDEN 
DEATH 
(Discussions of Case 14311, Case Records 


of Massachusetts General Hospital, New 
Eng. Jour. of Med., Sept. 20, 1928, page 
575.) 


CASE RECORD 


A Greek cook twenty-seven years old walked into 
the hospital February 7 complaining of enlarged 
spleen and epigastric pain. He appeared not particul- 
arly ill or suffering any but a slight ache in the 
splenic area. 

Fifteen years before admission while living in 
Greece he began to have attacks of “fever”—a chilly 
feeling followed by a hot feeling and some sweating. 
These attacks occurred nearly every day but not at 
definite intervals, and were relieved by quinine. For 
five years ‘the had two such attacks every winter, 
keeping him from work for three to five days but 
not in bed. After five years these attacks were suc- 
ceeded by attacks of a different sort, a chilly feeling 
lasting five hours, then a hot feeling lasting all 
night, occurring only once and accompanied by left 
upper quadrant pain. He felt his enlarged spleen, 
and grasping it in his hand could relieve the pain 
somewhat. The pain was a dull non-radiating aching 
lasting five to ten days. He stayed away from work 
only three days. He had had one of these attacks 
every winter since they began. Twice every wintcr, 
not accompanying the enlarged spleen, he had an 
attack of distention of the abdomen lasting a day 
relieved by Pluto water. Otherwise he felt strong 
and well all the year, but better in the summer than 
in the winter. Ten days before admission he had the 
cold and hot feeling of his usual attacks, but more 
intense. The following morning the pain in the lef: 
upper quadrant was worse than ever before and 
there was also pain in a small area just below the 
umbilicus. The left upper quadrant pain was contin- 
uous, the umbilical pain intermittent and aggravated 
by food. For five days he had had diarrhea. For 
three days his legs had felt weak. The day of ad- 
mission his stools were black. 
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His family and past histories are negative. For 
five years he had urinated once a month at nignt. 

Clinical examination showed a poorly developed 
and nourished man resting quietly in bed. The 
skin shows a diffusely disseminated fine macular 
purpuric eruption, most intense over the upper eye- 
lids, forehead, scalp, anterior angles of the axiilae 
and over the splenic area. Poor ventilation by the 
nostrils. Lips dry, cracked. Teeth poor. Pyorrhea. 
Shotty hard inguinal glands. Lungs clear except 
for bronchovesicular breathing throughout. Abdo- 
men distended and tense, tympanitic over the epi 
gastrium and above the umbilicus, with slight fill- 
ness in the left flank and the left lower ribs. No 
shifting dullness, but sensation strongly suggestive 
of a fluid wave. Spleen very large and tender. 
Liver enlarged. Slight costovertebral tenderness. 
Skin of the extremities puffy, but not pitting 
edema. Both lower legs showed numerous rough- 
ly circular slightly depressed areas of dark brown 
pigmentation and white irregular slightly depressed 
scars, especially on the dorsum of the feet; one large 
one on the left outer thigh. 

Urine not recorded. Blood: 6,300 leukocytes, 72 
per cent. polymorphonuclears, hemoglobin 60 per 
cent., reds 5,630,000, considerable achromia, some 
anisocytosis. Wassermann negative. Non-protein 
nitrogen 338, Icteric index 10. Stools, guaic posi- 
tive in one of two specimens—(the identity of the 
positive specimen is not certain). 

Temperature 99° to 102.4° by rectum. Pulse 99 
to 160. Respiration 24 to 38. 

The patient was comfortable upon admission to 
the ward, and when last seen before midnight was 
apparently sleeping comfortably. Little is known 
about his course during the night. At seven o’clock 
the next morning he was reported as having a pulse 
of 160 with respirations of 40 and as being quite un- 
comfortable. A few minutes later the pulse was 130, 
of excellent quality. The heart and lungs were nor- 
mal. He was slightly pale and had considerable 
sharp pain in the left upper quadrant which he said 
had commenced some hours earlier. The splenic area 
was slightly more tender than it was the night be- 
fore. Otherwise the abdomen was unchanged. There 
was no evidence of an acute abdominal condition. 
There was, however, some distention, apparently 
from the fluid. He was given a sixth of a grain of 
morphia w:.th an ice pack to the splenic area. The 
pain and restlessness were relieved. On his return to 
the ward after less than fifteen minutes’ absence 
for breakfast there was a marked change. The pulse 
was rapid and thready and the respiration shallow 
and fast. There was marked pallor. He lay still 
with his eyes rolling upward. Ten minutes later with- 
out further change he died. 


Discussions by the Yavapai County Medi- 
cal Society and Medical Offices of Fort 
Whipple, Arizona, at their meeting of March 
5, 1929. Group I. 

DR. GAIT. D. ALLEE, Whipple, Ariz. 

The historian in this case has provided us with 
plenty of material to work on. A Greek, twenty 
seven years of age, comes to the hospital complain 
ing of epigastric pain, and has an enlarged spleen 
Most of the remainder of the history for diagnosti: 
purposes might have been omitted, as it does no! 
clear up the case at all, in fact it on'y serves to 
confuse it. 

Going back something like fifteen years, he state 
he had attacks of chills and fever, relieved by qu: 
nine. Naturally that makes us think of malaria. Th: 
history, however, is fairly continuous; chills anc 
fever, at times relieved by quinine, and later on 
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for many years, he had two attacks of a similar na- 
ture, each winter. These attacks apparently were 
not very severe, as he stayed at home only three 
or four days. Still later on his attacks. were not 
distinct chills, but chilly sensations and hot spells, 
which we interpret as fever, lasting only twenty- 
four hours. 

The findings are not at all significant; they say 
he has a large spleen, but they do not say he has a 
tremendously large spleen. There is some enlarge- 
ment of the liver and “a suspicion of fluid wave.” I 
can not understand that expression,—either there 
is a wave or there is not,—there should not be sus- 
picion. He was not considered a very sick man, but 
something occurred during the night after admis- 
sion; his pulse was 160, yet in spite of that he got 
out of bed and had his breakfast; then apparently 
he went back to bed and collapsed. That sounds 
very much like sudden death from hemorrhage and 
with the enlarged spleen that he has, leads us to 
suspect ruptured spleen. 

Is it possible this could have been malaria all this 
this? It seems utterly impossible to me. The man 
undoubtedly consulted doctors at intervals during 
all those years, who would have found out if he had 
malaria and would have cured him. I think if the 
knew quinine relieved him the first time there would 
be some history of taking quinine again. There is 
nothing in the blood examination to substantiate 
malaria; hemoglobin a little under 60, reds very 
good, a little over five million and whites 6300; no 
malarial parasites recorded. I think malaria is clear- 
ly out of the question, but we can arrive at a diag- 
nosis only by running down the probable cause for 
this enlarged spleen. The spleen is one of the mys- 
terious organs which inhabit our bodies. So far as 
we know, the main function of the spleen is that of 
a filter in the blood stream, to filter worn out, use- 
less and defective red blood corpusc!es. It is esti- 
mated that one-tenth is disposed of every twenty- 
four hours, or something like 400,000. The spleen is 
therefore a very busy factory or graveyard. It is 
not subject to many primary diseases but, on ac- 
count of this function of filtering the blood, every- 
thing in the way of infection that gets into the 
blood is filtered and shows up in the spleen. In case 
of blood destruction, as in pernicious anemia, it 
has more work to do and enlarges in order to do 
that work. This is true in all sorts of infections. 
This enlargement in most instances is a compara- 
tively slight affair. The spleen is just as subject 
as other organs to pus-forming microorganisms, 
and subject to abscess. But nobody I think, could 
reasonably assume that this man had a series of ab- 
scesses for fifteen years. Typhoid fever is another 
disease that enlarges the spleen but, with a history 
of having lasted for fifteen years, that diagnosis 
is utterly out of the question in this case. Tuber- 
culosis affecting the spleen is not at all uncommon, 
but in fifteen years tuberculosis should be showing 
up some place else, especially the lungs, which are 
reported as normal. The same could be said of syph- 
ilis, but we have a negative Wassermann, there is 
no evidence of it elsewhere, and, in addition, sy- 
philis is usually accompanied by leukocytosis. This 
man’s condition had persisted too long to seriously 
consider kala azar and there is no .evidence from 
the blood examination that there was a parasitic in- 
fection. The same may be said of echinococcic cyst, 
which could explain that large spleen and, by be- 
coming infected, could cause death. Our patient 
came from Greece, a region where this disease is 
common, but there are no facts or findings to jus- 
tify such a diagnosis. 

There is nothing against the diagnosis of mye- 
logenous leukemia except the blood picture, and 
scmetimes we have a leukemia in which there are 
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normal leukocytes; this does not happen often, how- 
ever. The only thing against myelogenous leukemia, 
but I think it is sufficient to rule it out, is the fact 
that there is no excess of lymphocytes and an evi- 
in the relative number of 


dence of disturbance 
white corpuscles. 

Hodgkin’s disease is a very attractive proposi- 
tion to consider. We have had in this hospital fairly 
recently cases in which the lymph glands, which are 
affected in this disease, were in the abdomen and 
none of the superficial glands were affected. I see 
no reason why it would not be possible to have the 
symptoms this man had as a result of Hodgkin’s 
disease. It seems, though, that the disease lasted en- 
tirely too long for Hodgkin’s, and it seems that the 
external glands, which we might be able to feel 
and which might have been recorded, would have 
been much more prominent. The only mention of in- 
volvement of lymphatic glands is that description 
of hard, shotty glands in the groin. 

You remember the liver is said to be enlarged. 
With cirrhosis of the liver the spleen is almost in- 
variably enlarged, but there is such a clear cut his- 
tory of this man having felt his spleen years and 
years before coming into the hospital, that clearly 
the spleen must have been the starting point and 
not the liver. The various forms of cirrhosis of the 
liver could be ruled out for that reason. 

New growths, such as malignancy, could not have 
existed anything like fifteen years. 

The history makes no mention of the probable 
size of this man’s spleen, except that it was large. 
I believe from the history that it was tremendous- 
ly large spleen. Our search for a diagnosis is lim- 
ited fairly close to Banti’s disease, Gaucher’s disease, 
leukemia and cysts. I have already mentioned leu- 
kemia and cysts and have given my reasons for 
eliminating these two conditions from considera- 
tion. So far as Banti’s disease is concerned, it of- 
fers a very attractive diagnosis. Banti’s is a disease 
of three stages. First, the slowly enlarging spleen, 
which may cover a period of years, five or ten and 
even twelve years; Osler reported a number of cases 
which lasted ten to twelve years. The second stage 
is that of enlargement of the liver. The third stage 
is the shrinking of the liver, accompanied by 
ascites and edema of the legs, which is the terminal 
stage. Now this man could very easily have had ten 
or twelve years ago the first stage of Banti’ disease 
with that enlarged spleen. He has the anemia that 
goes with that disease,—the number of reds is not 
cut down, but there is considerable achromia, which 
means secondary anemia. He should have had a 
leukopenia. I think he probably did have leukopenia 
and the 6300 recorded was in reality a leucocytosis 
for ‘him and is the result of the last kick that was 
in the man’s system when he came to the hospital 
with some sort of infection. 

It seems possible that he was in the second stage 
of Banti’s disease and that he died from hemorrhage 
from a ruptured spleen and was prevented thereby 
from reaching the third stage, which is so charac- 
teristic and would have made the picture so com- 
plete that diagnosis would have been easy. 

It is very difficult to pass up Banti’s disease with- 
cut making a positive diagnosis. There is only one 
disease, Gaucher’s, left for consideration and I will 
leave the discussion of that, and the differential 
diagnoses of that disease and Banti’s disease to my 
colleague, Dr. Yount, who will also make the final 
diagnosis for our group. 


DR. C. E. YOUNT, Prescott, Ariz.: 
Tonight, Group I presents its final case for the 
year. In our valedictory we will immortalize the 
words of Bunting, “The spleen has ever been the 
organ of mystery.” 
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For generations the medical profession, because 
of the limitations of truly scientific knowledge. 
seemingly acquiesced in Paley’s theory, expressed 
in his “Natural Theology,” that, “The spleen was 
merely a soft cushion to fill up a vacuum or hollow, 
which unless occupied would leave a package loose 
and unsteady.” 

Anon, Scientific Progress,—the mysteries of the 
spleen slowly unravelling. Enter Sherlock Holmes 
and the Splenic Legion,—Hodgkins, Banti, Bunting, 
Brill, Bennett, Donovan, Dorvthy Reed, Gaucher, 
Jauen, Kristjanson, Neimann, Picks, Virchow, 
Yates, and a host of others. We have called these 
Scotiand Yard detectives te assist us. Each finds 
evidence to convict one Greek Spleen, but all have 
failed to locate the arch conspirator known to the 
slums as “Diagnosis.” 

We are quite certain of the spleen because the 
history states that ten years ago this Greex, then 
seventeen years of aye, “felt his enlarged spieen 
and grasping it relieved the ; ain svumewhat.” Nore 
but a Greek, a Stoic, would hold his spleen for ten 
years to control pain w.thout consuiiing a doctor. 
We believe the observation is unique in symptom- 
atology. 

Our group has been called upon to differentiate 
every condition which might occur in the upper 
abdomen of a Greek of twenty-seven. He is able to 
assist us to this extent only; first, he knows that 
it is his spleen; second, fifteen years ago there oc- 
cured, as he believed, the onset of this disease ushered 
in by fever, a chilly feeling followed by a hot feel- 
ing and some sweating, relieved by quinine. That 
in the light of subsequent enlargement of the spleen 
cculd mean only malaria and kala azar. However, 
his description of the type and character of his fev- 


er and pain during the last ten years points, we be- 
lieve, to a different condition in the spleen, and ten 
days before admission to the Massachusetts Gen- 
eral Hospital there appears a new painful area, a 


small area just below the umbilicus. This new 
pain was intermittent, his splenic pain continuous. 
Please note that on admission there was no evi- 
dence of an acute abdomen, this new combined pain 
being of ten days duration. There had been diar- 
rhea for five days, black stools on the day of admis- 
sion and for three days previous his legs felt weak, 
but nothing is said about any pain in the joints. 
The house staff certainly did not consider his an 
acute abdomen. The morning after admission, after 
treating the pain in the splenic region with an ice 
bag and 1/6 of morphia, they would not have al- 
lowed him to leave the ward for breakfast had they 
thought so. The subsequent rapidly fatal termina- 
tion, suggestive of massive internal hemorrhage, is 
evidence of failure to evaluate the dynamics of 
that important symptom, pain. 

We believe that our young Greek has two condi- 
tions; one, a slowly increasing chronic enlarge- 
ment of the spleen of at least fifteen years dura- 
tion; the other, an acute intercurrent condition sec- 
ondary to the splenic enlargement and of not 
more than ten days duration. Under one, the splen- 
omegalies, our group has considered and eliminated 
over thirty causes of splenic enlargement. As we 
review the literature of the splenomegalies we note 
a paradox in symptomatology, including fever, the 
blood platelets and blood chemistry. These enigmas 
greatly becloud the diagnosis because several spleno- 
megalies may at certain stages have symptoms ab- 
solutely common to each other. Unless the syndrome 
is before you the diagnosis is impossible. Using a 
homely illustration, the spleen is one of many dy- 
namos in a plant of diverse functions. Without stop- 
ping this dynamo we may, by splenic puncture, re- 
move portions of it for chemical and microscopic ex- 
amination in the workshop. Without destroying or 
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shutting down the plant we may remove the whole 
splenic dynamo and submit its sections to histologi 
and chemical observation, or we may x-ray the 
tramework of the whole plant and thereby gathe: 
valuable data concerning the condition of the splenic 
dynamo. To be medically specific then, there are 
certain stages of the leukemias, Hodgkin’s diseasv, 
Banti’s, Gaucher’s and Neumann-Pick’s disease, 1n 
which an examination of tissue microscopically or 
chemically or both may be the only means of a pos- 
itive differentiation. In this connection we call your 
attention to the very excellent article by Welt, Ros- 
enthall and Oppenheimer (J.A.M.A., Feb. 23, 1929). 
Quoting them on the differential diagnosis from 
other forms of hepato-splenomegaly, “Banti’s di-- 
ease, kala azar, leukopenic myeogenous leukemia 
and tuberculosis of the spleen may resemble Gauch- 
er’s disease in certain respects. One must rely on 
the clinical course and the laboratory observations 
to exclude kala azar, leukopenic leukemia (character- 
ized by the presence of premature myeloid cells), 
and tuberculosis (characterized by leukocytosis and 
occasionally polycythemia). In syphilis the positive 
Wassermann reaction and the normal blood picture 
are helpful. There is also a rare form of syphilis 
of the spleen which resembles Banti’s disease. In the 
thrombocytopenic type of Banti’s disease the symp- 
are more’ intense and hematemesis is com- 
mon; purpuric manifestations are less frequent, 
and hepatomegaly is unusual. The anemia occurs 
early, whereas in Gaucher’s disease it is a late mani- 
festation or the result of hemorrhage and bone 
changes. In the remaining two types of Banti’s (the 
thrombocythemiec and the other with cirrhosis of 
the liver), the liver is never enlarged. Hanot’s 
cirrhosis of the liver is accompanied by jaundice 
and leukocytosis, neither of which is present in 
Gaucher’s disease. Bone changes do not occur in 
these types of splenomegaly except rarely in tu- 
berculosis of the spleen.” 

To diagnose our case one of Gaucher’s disease 
may be an unwarranted assumption. You know 
that Gaucher’s disease is very rare, is congenital 
and familial, which facts do not appear in our his- 
tory; but over against these facts he had a par- 
ticularly chronic disease of at least fifteen years 
duration and his health and physical activities were 
not materially disturbed, losing only a few days 
each winter from his work as a cook, until ten days 
ago when pain about the umbilicus and in the left 
upper quadrant became the predominating subjec- 
tive symptom. Physical well being accompanying 
slowly enlarging spleen extending over at least 
fifteen years inclines us to consider Gaucher’s dis- 
ease. It is true that most of the cases reported in 
the literature have been discovered before the age 
of twelve. It was at this age that our patient first 
discovered his attacks of fever, chilly sensations 
and sweating, but it was not until he was seventeen 
that he actually noted his enlarged spleen. A spleen 
that is fifteen years enlarging suggests, in a young 
person, Gaucher’s disease in spite of the rarity of 
this disease and its greater frequency in the fe- 
male (23 to 7). 

The possibility of “ague cake” of fifteen years du- 
ration and the probability of a ruptured spleen at 
the end of this time has not been wholly disproven, 
but we know that the laboratory of the Massa- 
chusetts General Hospital has passed upon the 
blood, and the factors of a secondary anemia failed 
to excite their suspicion of malaria as a cause. Craig 
tells us we are not justified in making a splenic 
puncture to diagnose malaria. 

The recurrent fever of Dodgkin’s disease and the 
leukemias have been most seriously considered but 
even granting a paradoxical blood picture stage of 
any one of these diseases, their duration is too 
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short to be covered by a fifteen year enlargement 
of the spleen. 

The points of similarity in Banti’s and Gaucher’s 
diseases are many. They both have slowly enlarging 
spleens requiring years to reach the maximum. In 
each there is hepatomegaly but in the later stages 
of Banti’s disease there is usually cirrhosis and with 
the shrinking of the liver there results a pronounced 
generalized jaundice. In Gaucher’s disease the liver 
enlargement never decreases and we do not expect 
to find jaundice. In the enlargement of the spleen 
we find a maximum of twelve years recorded in 
Banti’s disease while a maximum of thirty-six years 
has been recorded in Gaucher’s. But Banti’s disease 
presents the picture of a distressed and ill patient 
throughout most of its course. The anemia in Ban- 
ti’s disease is of early appearance and very pro- 
nounced. In Gaucher’s disease, if it appears, it is 
very late in the disease and with a low colour in- 
dex. In Banti’s disease ultimately the patient is ab- 
solutely uniformly jaundiced; in Gaucher’s disease 
there may be discoloration over the exposed por- 
tions of the body but no jaundice unless you would 
call the yellow wedge-shaped thickening on each 
side of the cornea jaundice.” We have brown 
pigmented scars with a tendency to purpura-like 
spots. Our case presents dark brown pigmentation 
of old scars on the dorsum of his feet and on the 
left thigh. Further we have a diffusely dissemin- 
ated fine macular, purpuric eruption, most over the 
upper eyelids, forehead, scalp, anterior angle of the 
scapula and over the splenic area. These small pe- 
techiae varying in size from a pin to a lentil, are 
oceasionally found in Gaucher’s disease. The fre- 
quently recurring attacks of fever and upper quad- 
rant pain we believe to be due to attacks of peri- 
splenitis. 

The hemorrhage common to all the splenomegalies 
are found in Gaucher’s disease. Purpuras, bleeding 
from all the mucous membranes and in the gastro- 
intestinal tract, and bloody effusion into either the 
pleural or pericardial sacs, and finally the massive 
hemorrhages due to rupture of large vessels or the 
rupture of the spleen itself. The stomach is the 
rarest site for hemorrhage to take place. Our case 
does not present the epistaxis and bleeding from 
the gums so commonly appearing over long per- 
iods of time in most cases of Gaucher’s disease, but 
its sudden termination suggests the massive hemor- 
rhage, due to rupture of the spleen. 

Blood changes; leukopenia is a definite and perm- 
anent accompaniment in most cases with an average 
of about 3,500 cells per c.m., but 13,000 has been 
recorded and Welt’s article cites a case of a woman 
of 28 having 6,300 cells. Our case is a male of 27 
with 6,300 cells. The polynuclear cells average 66 
per cent; our case had 72 per cent. The red cells are 
not much altered until late in the disease when the 
average may reach 3,700,000, but a case with 6,000,- 
000 per cu. mm. has been reported. The morphology 
of the red cells is not much affected, the cells re- 
taining their normal contour and size, the color of 
the cell being a little paler. For our case they re- 
cord 5,630,000 reds, considerable achromia and 
some anisocytosis. The hemoglobin suffers relative- 
ly more in diminution than the number of cells, an 
average being around 75 per cent, giving a low col- 
or index. In our case the hemoglobin is 60 per cent 
and the color index .5; but two most important blood 
pictures, a low platelet count and the presence of 
the Gaucher cell are not given, the latter because 
the cell has never been found in the peripheral 
blood it being too large to enter the skin capillaries. 

If the fulness in the left flank suggestive of 
fluid wave, should prove to be ascites, then we are 
either not dealing with a case of Gaucher’s disease 
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or this is the second case to be reported in the lit- 
erature with ascites. 

We have not been able to find any recorded case 
of Gaucher’s disease in which fever is mentioned, 
but in the presence of some intercurrent affection 
which often causes death in Gaucher’s disease, we 
may readily explain the rise in temperature. Other- 
wise, we would think at once of the leukemias, 
Banti’s disease and Hodgkin’s disease. But we can 
find no recorded cases of any of these of fifteen 
years duration. 

Finally, according to Welt et al, “the diagnosis of 
Gaucher’s disease may be established first, by bone 
marrow puncture, second, by splenic puncture, and 
third, by splenectomy; or fourth, by roentgen ex- 
amination of the bones. Clinical observation and the 
course alone are not sufficient to make a diagnosis 
with absolute certainty. A biopsy on the peripheral 
lymph nodes does not show the eharacteristic path- 
ological lesions; in fact the peripheral lymph nodes 
are seldom enlarged.” 

Our diagnosis is Gaucher’s disease. 


Discussion at the Massachusetts General 
Hospital. 


RICHARD C. CABOT, M. D. 
NOTES ON THE HISTORY 


You know probably how common malaria is in 
Greece and all the countries thereabout. We have 
at the outset no good reason to doubt that it was 
malaria and that his spleen was one of the ordinary 
large so-called “Mediterranean spleens.” In the 
Out-Patient Department when we find a big spleen 
in the course of the physical examination we look at 
the record to see if the patient had lived near the 
Mediterranean. We used to call it “Armenian spleen,” 
so many Armenians live near the Mediterranean. 
But we found it in people from other countries too. 
Armenian spleen is malarial spleen in some cases, 
perhaps most. 

Malarial “fever and chills” is a strange thing to 
occur in winter. We do not expect mosquitoes to be 
active at that time. 

Relief of pain by grasping the spleen is new 
to me. It is queer and very interesting. 

Dr. Tracy B. Mallory: He gave a very definite 
story at that. 

Dr. Cabot: I imagine he squeezed the blood out 
of it. People do not feel the spleen unless it is 
pretty big. Typhoid spleen one could feel. I feel 
pretty sure that it is going to be a fairly large 
spleen. 

It is certainly a very queer kind of malaria. 

“The left upper quadrant pain was continuous.” 
That sounds as if it had to do with the stomach. It 
might be due to pyloric spasm, which is a common 
source of pain when the disease is altogether out- 
side it. 

“His stools were black.” That is I think the pa- 
tient’s statement. Patients’ statements of the color 
of stools are not to be relied on. If we knew they 
were black as.a black hat that would be important 
evidence of hemorrhage high up in the gastro-in- 
testinal cract. 

NOTES ON THE PHYSICAL EXAMINATION 

“Bronchovesicular breathing throughout” is never 
true. 

“No shifting dullness, but .. fluid wave.” That 
leaves us in doubt. We cannot be sure of ascites 
because we feel a fluid wave. It may run through 
the fat of the abdomen when it is thick, but that 
is not the case here. 

We used to talk about scars like those over the 
shins as evidence of syphilis. I do not believe any- 
body says so today. 

You will remember that the beginning of this 
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case the patient was apparently not particularly 
a do not believe anybody expected he was going 
to die. 

“Distention apparently from the fluid.” I do not 
know what fluid that means. We have not heard of 
fluid before. 


Dr. Mallory: He had at this stage a definite fluid 
wave in the abdomen. 


DIFFERENTIAL DIAGNOSIS 


Dr. Cabot: I may as well say I never saw a case 
like that. All the interest concentrates in the splenic 
region. Whatever Dr. Mallory reveals, I feel pretty 
sure that he will reveal something in which the 
spleen is the center of interest. We have to say 
something in which a very sudden event occurred. 
There are two sudden events that can happen in re- 
lation to the spleen. 

A Student: Rupture of the spleen? 

Another Student: Infarction? 

Dr. Cabot: That last is quite possible, but does 
not usually give such sudden symptoms as this, so 
I should not say infarction. Rupture with hemor- 
rhage is one of the things we must think of. 

A Student: Abscess of the spleen? 

Dr. Cabot: Yes; ruptured abscess of the spleen. 
That has happened several times in this hospital, 
and it seems to me we have to think of it as the 
other sudden event which could happen in such a 
case. > 
I cannot interpret this past history. We might 
say splenic anemia, Banti’s disease. I cannot say 
it is not that. But he has very little anemia. There 
is nothing but the qualitative anemia, the low hemo- 
globin and the achromia with a high red count, 
which perhaps can be accounted for by poor circula- 
tion and cyanosis of the extremities, including the 
ear. Perhaps he may have more anemia than would 
show in that single blood count. If so it would be 
very comfortable to say that this is splenic anemia, 
Banti’s disease, which has reached the stage of cir- 
rhosis and therefore of ascites. Against that is the 
difficulty of demonstrating any ascites until the 
very end, when it might perfectly well have been 
something else, namely b!ood, hemoperitoneum or pus 
general peritonitis. Banti’s disease is such a poorly 
defined clinical entity that I do not know enough to 
say whether or not it might have attacks of fever 
such as he had. I also know too little about kala- 
azar to say whether this would fit that. I think I 
have got to leave that out of account and merely 
say that this is a case of Banti’s disease, and that 
at the end he had a ruptured spleen or ruptured ab- 
scess of the spleen. My impression between these 
two is not at all clear. If we had had him longer 
we could have told better. He died too soon. 

A Student: What was the type of temperature? 

Dr. Cabot: He was here such a short time that 
we do not get much help from the temperature 
chart. The temperature went up very sharply, then 
came down a bit. 

A Student: How do you account for’this rash, the 
pigmented areas on his legs? 

Dr. Cabot: I do not know how to account for it. 

A Student: Why couldn’t this be chronic malaria? 

Dr. Cabot: I never knew a spleen in chronic ma- 
laria to come either to abscess or to rupture. If 
we say abscess we have to account for its getting 
there, we have to have a focus of infection else- 
where, and there is nothing shown us here. 

A Student: When do you think the rupture oc- 
curred? 

Dr. Cabot: Perhaps in the night. He had had pain 
off and on for a good while, due to stretching of 
the capsule. I do not think he had anything but a 
big spleen before he walked into the hospital. 
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Dr. Mallory: There was an enormously large 
spleen, almost down to the pubis, 4 centimeters be- 
low the umbilicus. 

Dr. Cabot: We know it was not a leukemic spleen. 

A Student: Why could this not be a case of throm- 
bopenic purpura? 

Dr. Cabot: I have never known that to cause such 
a big spleen. The amount of purpura is’ very 
slight for that diagnosis, and the history of that 
would ordinarily be longer. 

A Student: Do you consider this was an out- 
come of the original malaria? 

Dr. Cabot: I do not now believe that he had ma- 
laria. I think his early symptoms are connected 
with whatever disease he had that enlarged his 
spleen. 

A Student: What else could it have been? He was 
better after quinine. a 

Dr. Cabot: All sorts of things react to quinine. 
And there is a difference between being better af- 
ter it and being better because of it. Post hoc ergo 
propter hoc is poor reasoning. 

A Student: Do you think 
have saved him? 

Dr. Cabot: Yes, I think it is quite possible that 
something could have been done for him if he had 
been seen in the middle of the night when the rup- 
ture first occurred. 

A Student: What else besides malaria could give 
a history of fifteen years’ illness with a big spleen? 

Dr. Cabot: I never knew of a case of malaria 
that came only in the winter and gave such short 
attacks. 

A Student: How long had he been in this coun- 
try? 

Dr. Mallory: I can answer that. He had been in 
this country fifteen years. He was accustomed to 
go back to Greece each summer. He was in Greece 
last summer until the first of November of this 
year, when he came back to Boston, but the major- 
ity of his time had been spent here, and he had at- 
tacks of that type here. 

A Student: Could it be aleukemic leukemia? 

Dr. Cabot: That is a very fashionable diagnosis 
now, but I do not see that we have any geod evi- 
dence of it. 

A Student: Lues? 

Dr. Cabot: I never knew syphilis to cause rupture 
or abscess of the spleen. I am betting it is one of 
those two. Syphilis can enlarge a spleen moderate- 
ly, but I never knew it to enlarge a spleen io this 
degree. 

A Student: Would you expect an abscess to last 
five years? 

Dr. Cabot: No. I do not think it lasted so long. 
I am inclining against abscess at the present time. 

A Student: Was this a spontaneous rupture or 
did he do it himself? 

Dr. Cabot: Neither you nor I will ever know that; 
but I never heard of a man rupturing his own 
spleen. 

CLINICAL DIAGNOSIS (From Hospital Record) 

Splenomegaly, (cause?) 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Banti’s disease with rupture of the spleen, or 
Ruptured abscess of the spleen. 


ANATOMIC DIAGNOSES 


Primary disease. 
Myelogenous leukemia (aleukemic?) 
Secondary or terminal lesions. 
Splenomegaly. 
Rupture of the spleen. 
Hemoperitoneum. 
Septicemia, hemolytic streptococcus. 
Rheumatic endocarditis, subacute. 


splenectomy could 
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DR. MALLORY: 

This case was a complete mystery and to some 
extent still is. Here is the spleen, weighing over 
two kilograms. It had ruptured, and the peritoneal 
cavity was completely full of fresh blood. Whether 
it was a spontaneous rupture or whether he rup- 
tured it himself is not absolutely known; but 
there are two areas of rupture, both at the lower 
pole, one on the anteromedial surface and one on 
the posterolateral. They are just about where the 
fingers and thumb of the right hand would be 
placed in an effort to grasp the lower pole. 

Dr. Cabot: He was in the habit of taking hold of 
that. 


Dr. Mallory: Yes. I rather think he ruptured it. 


There are a great many other surprising things 
about the necropsy. The liver was also greatly en- 
larged, weighing over 3 kilograms and coming 4 
centimeters below the costal border. It was a pale 
vellow, and on section definite white branching 
marks could be made out, evidently from cellular 
infiltration along the portal areas. 

The heart showed a typical subacute rheumatic 
endocarditis. The cultures from the spleen showed 
hemolytic streptococcus, also streptothrix. Whether 
that means anything or not I do not know, al- 
though some one has reported streptothrix as being 
the cause of the splenomegaly of Egypt. From 
the vegetations on the heart valve, carefully washed 
in several dilutions of salt solution and then ground 
up ,a growth of streptococcus viridans was obtained. 
The blood smear as reported in the record was 
practically negative. Frankly I do not believe that. 
The blood in the larger vessels in the various or- 
gans of the body was nowhere normal. It contained 
a great number of white cells, extremely undiffer- 
tiated, which makes their failure to react in an ox- 
idaze stain of little significance. I can not find any 
normal polymorphonuclears, though immature forms 
are not rare. An occasional myelocyte is seen, 
eosinophiles are fairly numerous and many normo- 
blasts and megaloblasts are present. On the whole 
the picture strongly suggests an acute myelo- 
genous leukemia. The spleen and liver show a tre- 
mendous interstitial infiltration with leukemic cells, 
again of the same undifferentiated type so that 
certainly the primary disease in this case is a 
leukemia, and we must assume one of two things. 
iither the clinical record of the blood count is 
wrong or else—and I am sure this is not impos- 
sible—it is quite correct, but the acute infection 
with hemolytic streptococcus served to knock down 
the count in the peripheral blood from a previous- 
ly very high level to a practically normal one. We 
have seen several leukemias in this hospital during 
recent years where in the presence of acute infec- 
tion the white count dropped suddenly from a very 
high level to a normal or subnormal level. 

Dr. Cabot: Not with 72 per cent polynuclear cells. 


Dr. Mallory: I do not believe that differential 
count. 

Dy. Cabot: Of course it is possible to have blood 
smears or blood examiners get mixed up, and that 
is about as much as we can say in this case. You 
found very few polynuclear cells in this case? 

Dr. Mallory: Only a few immature forms. I think 
the blood findings were entirely incorrect. 





BOOK REVIEWS 


HISTORY OF MEDIQINE, With Medical 
Chronology, Suggestions for Study and_ Biblio- 
eraphical Data by Fielding H. Garrison, M.D., Lt. 
Colonl, Medical Corps, U. S. Army, Surgeon-Gen- 
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eral’s Office, Washington, D.C. Fourth Edition, 
Revised and Enlarged. Octavo of 996 pages, with 
286 portraits and other illustrations. W. B. Saun- 
ders Company, Philadelphia and London, 1929. 
Cloth, $12.00 net. 

Those who are familiar with this work on the 
History of Medicine, need no introduction to it. 
Those who are not familiar with it should be told 
that this book is probably the greatest record in 
existence of the men and events which have made 
medicine what it is today. The data of this book 
dates from the earliest records to modern times. 
The book is profusely illustrated. The subject 
matter is easy to read. A world of facts is crowd- 
ed into relatively few pages. 

The last edition previous to this was published 
in 1922. Since that time as the author says in his 
preface, “much water has flowed under the bridges 
and some striking realignments (changes of view- 
point) have been effected in the fundamental dis- 
ciplines of medicine.” 

In the final chapter the author deals with the re- 
cent changes in medicine, which he says jade 
submitted “with all due modesty.” 

This book should be in every physician’s library. 





“COUNCIL PASSED” 


Notification is being sent to the medical pro- 
fession that Ha'ey’s M-O, Magnesia Oil has been 
accepted for N.N.R. of the American Medical As- 
sociation. Henceforth the product will be known 
as Magnesia-Mineral Oil (25) Haley. This is a 
combination of Liquid Petroleum and Milk of 
Magnesia in the form of a permanent, uniform, 
unflavored emulsion. The taste is not at all un- 
pleasant and the absence of any distinct flavor 
prevents the habitual user from growing tired of it. 

The value of mineral oil as a lubricant and 
emollient for the treatment of certain forms of 
obstipation has been well established. In many 
cases, however, there is added to the need for lu- 
brication the indication for the use of a mild lax- 
ative and antacid for which purposp years of 
clinical use have demonstrated Milk of Magnesia 
to be ideal. Practically, there exists in many 
cases of intestinal stasis and constipation a hy- 
peracid condition which calls for the use of an 
antacid. Magnesia-Mineral oil (25) Haley has 
therefore a therapeutic field considerably broader 
and more diversified than is the case with either 
one of its ingredients considered sing'y. 

Another policy of the makers of this product 
is to be generous in the matter of samples for 
clinical trial and requests for same are always 
given prompt attention. The Haley M-O. Co. Inc. 
Geneva, N. Y. 





NEW DEVILBISS OFFICIALS 


Fcilowing the death of Mr. Thomas A. 
DeVilbiss of Toledo, late president of the DeVil- 
biss Company, manufacturers of medicinal nose 
and throat sprays, the following officers of the 
company were elected: President, Allen Cutchess, 
nepHew of Thomas A. Devilbiss, who has been as- 
sociated with the firm for many years. Other of- 
ficers are Frank Bailey, vice-president and general 
manager; Frank C. Penoyar, secretary; Walter W. 
Conklin, treasurer: Howard DeVilbiss, son of the 
late Thomas A. DeVilbiss, assistant secretary; Wil- 
liam F. Gradolph, general sales manager. Mr. 
Gradolph was formerly sales manager of the Pain 
Spray Division of the DeVilbiss Company. 
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HIRAM W. FENNER 
(Carmel, Calif.) 

In the death of Dr. Hiram W. Fenner, at 
his home at Carmel, Calif., there passed 
another of the few surviving organizers of 
the Arizona Territorial Medical Association. 
Although not strictly a charter member of 
the Association, Dr. Fenner entered the 
newly formed organization in its second 
year and was thereafter identified with its 
activities for twenty five years or more, 
during all of which time he practiced in 
Tucson. He was president of the Association 
in 1901, and was an active member of the 
Pima County Society during his many years 
of practice in Tucson. 

Several years ago, Dr. Fenner retired 
from practice and moved to Carmel, where 
he died on May 4th at the age of seventy 
years. At the time of the annual meeting 
on Tucson in 1928, he was invited to be a 
guest of honor, but was too ill to attend the 
meeting. His many friends in Arizona will 
mourn his passing. 





JOHN B. HILL 

In the death of Dr. John B. Hill, of Glen- 
dale, Ariz., a faithful member of the Mari- 
copa County Society passed away. Although 
retired from active practice of medicine, Dr. 
Hill maintained his membership in the or- 
ganization mentioned. He was a graduate 
of the College of Physicians and Surgeons 
of Keokuk, Iowa, class of 1881, and of 
Jefferson Medical College in 1887. He prac- 
ticed in Kansas prior to moving to Arizona. 
He located in this state in 1907. He died on 
May 28th, at age of seventy two. 





EXPLOITATION THE PRICE OF 
PROSPERITY 

To become a prosperous community is an 
end devoutly desired by every city. When 
this end is attained, a peculiar result usually 
follows, and that is the attraction of quacks 
and fakes of various sorts, whose livlihood 
depends on the “free money” of a prosper- 
ous people. Phoenix suffers from a proxi- 
mity to the greatest aggregation of quacks, 
fakes and cults ever accumulated by any 
city on the face of the globe,—namely, Los 
Angeles. Since the Wilshire horse-collar and 
the Crane electrical belt were driven from 
Phoenix by a vigilant Chamber of Com- 
merce, after they had mulcted the com 
munity of thousands of dollars, the Los 
Angeles quacks have made a practice of 
quick clean-up and fast get-away. The most 
recent representative of this group was the 
“Cold Ultra Violet Ray” outfit which cir- 
cularized the physicians of Phoenix, demon- 
strated their product at the Adams Hotel in 
Phoenix, set their lines and hooks out for 
the suckers and retired to safety. We are in- 
formed by the American Medical Associa- 
tion that the supposed inventor of this de- 
vice is one Frederick Finch Strong, closely 
associated with the Abrams quackery and 
with George Starr White, a versatile quack 
of Los Angeles, who has been exposed many 
times by the journal of the A. M. A. The 
alleged Cold Violet Ray device appears to 
capitalize the spectacular neon light, which 
is very showy but without any known the- 
rapeutic value. 


BERNALILLO COUNTY HEALTH 
PARTMENT REPORT 

We acknowledge receipt of the very ex- 

cellent annual statistical report of Dr. Jame 

R. Scott, joint health officer for the city o 
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Albuquerque and Bernalillo County, detail- 
ing some of his activities during the year 
1928. Among these are noted 60 lectures, 
321 newspaper articles, 720 examinations of 
food handlers, 1135 sanitary inspections of 
premises, 2478 visits to contagious cases or 
suspects, 82 talks to classes on hygiene, and 
so forth. We commend this report to those 
who might be interested in learning what a 
public health official does to earn his munifi- 
cent salary. 





UNDULANT FEVER FROM MILK 

The growing importance of raw milk as a 
source of infection by the organisms of un- 
dulant fever (militensis and abortus) is 
hardly appreciated by the majority of clini- 
cians. At the American Medical Associa- 
tion meeting in Portland, Dr. Hardy, of the 
U. S. Public Health Service, is presenting a 
paper reviewing this subject. A very strik- 
ing demonstration of the insidious and dif- 
ficult problems presented by the epidemiolo- 
gic and clinical phases of undulant fever is 
given by King and Caldwell (Am. Jour. Med. 
Sci., July, 1929) in their description of in- 
vestigations of the Metropolitan Life Insur- 
ance Company Sanatorium at Mount Mc- 
Gregor, N. Y., and the milk supply for this 
institution. The patients in this sanatorium 
received an exceptionally high quality of 
raw milk from one of the comvany farms. 
Sanitary conditions were ideal in the dairy 
and the bacterial counts seldom went over 
500. Of the 118 cows tested, thirty-seven 
gave positive agglutination for the Brucella 
abortus, and from twenty-four cows positive 
cultures were obtained. Of 510 patients and 
89 staff members, eighty-two were found to 
be infected. The symptoms of abortus in- 
fection are usually mild and practically al- 
ways attributed to something else than the 
true cause; a lowgrade fever, with some- 
what indefinite pains in joints or muscles, 
will usually ke ignored hy the patient or 
passed over lightly by the vhvsician. The 
fact must not be lost sight of, however, that 
the infection can persist over a long period 
and is likely to take a turn for the worst at 
any time. 

It is unquestionably true that sanitary 
criteria for dairies, and bacteriologic counts 
of milk are no longer sufficient to insure a 
safe raw milk. Much more than this is re- 
quired of the public health authorities if 
they are to protect the consumer of milk 
from danger. 





THE NEW MEXICO MEETING 
A detailed report of the annual meeting 
of the New Mexico Medical Society, held at 
Taos, June 12 to 14, will be made in a sub- 
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sequent issue. A very enjoyable program 
was presented and the local arrangements 
were excellent, thanks to the efforts of Dr. 
T. P. Martin of Taos, president of the So- 
ciety. The headquarters were at the San 
Fernando Hotel, and the scientific program 
given in the Montener Theatre, where lan- 
tern and screen were available for slides. 
Dr. F. H. Crail, of Las Vegas, was induct- 
ed into the presidency at the opening ses- 
sion and thereafter presided. 





SAMARITAN HOSPITAL 
(Phoenix, Arizona) 
(April Staff Meeting) 


The medical and surgical staff of the Good 
Samaritan Hospital met on April 29, with twenty 
members, associate members and guests present. 

The secretary read the minutes of the last meet- 
ing. 

DR. S. I. BLOOMHARDT feported upon the 
deaths of the last two months as follows: There were 
fourteen deaths. 5162 had no diagnosis; an aged 
Mexican was picked up on street and expired shortly 
after admission. 4987 had lobar pneumonia, acute 
endocarditis and septicemia. 6012 had post infiu- 
enzal lobar pneumonia. 5079 had _ broncho-pneu- 
monia and kidney lesion. 5060 had lobar pneumonia. 
4926 had malignant hypertension, cardiac dilatation, 
arteriosclerosis and chronic nephritis. 5070 had 
chronic valvular heart disease and chronic arthritis. 
4959 had myocardial disease and pulmonary tuber- 
culosis. 5104 had pulmonary tuberculosis. 5109 had 
obstruction of bowel. 5105 had cancer of liver. 
seconaary to cancer of right breast. 5032 had acute 
appendix and biabetes. 5010 had pregnancy with 
eclampsia. 4551 had malignancy. The four pneu- 
monia cases had fair histories; Case 4987 was ex- 
ceptionally well worked up. 

COMMENTS 


We have heard papers and read about pneumonia 
in the past few years, but, as was so aptly put at the 
recent Prescott meeting, vur end resulis in pneu- 
monia are muci as they were 30 years ago; for 
that reason we should everlastingly take advantage 
of every know. phase and sauely try every scientific 
n-ethod of treatment. 

There does seem to be a steadily growing ac- 
cumulation of evidence to show the value of anti- 
pneumocecci¢ serum in ichar pneumonia. To judac 
the value of this treatinent. there must be a con, 
parison with the results obtained in cases which 
have not been given serum. Such a control series 
has been studied at the Harlem Hospital. The dif- 
ficulty of judging the effect of the serum was well 
recognized since about seven out of every ten 
patients recover without the use of the serum and 
a short series of fatalities might lead to unwarrant- 
ed condemnation of the serum. A plan was adopted 
to place each alternate patient with pneumonia in 
the series to be treated with serum. Then a defi- 
nite system was adopted ter classifyiny a'l the 
cases of pnevmonin, according to the symptums and 
their degree; 169 received serum and 169 were 
controls. Certain broad conclusions become evident. 
For example, it has often been maintained that the 
excellent results from serum treatment have been 
due to early hospitalization; but in the serum series, 
it was found (as regards types I and II) that the 
mortality was less than the control cases whether 
admitted early or late in the illness. There was a 
definite shortening of illness among those receiving 
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the serum, compared with those who did not. Ap- 
parently, too, the serum delayed death in fatal 
cases. In type I with serum there were 18 deaths 
per 100 cases and without serum 34 deaths per 100 
eases. In type II with serum there were 23 deaths 
per 100 cases and without serum 37 deaths per 100 
cases. In type III with serum there were 46 deaths 
per 100 cases and without serum 41 deaths per 100 
cases. In type IV with serum there were 12 deaths 
per 100 cases and without serum 8 deaths per 100 
cases. 

Bacteremia in pneumonia indicates a grave prog- 
nosis. In such serious conditions as bacteremia, 
the use of serum is of striking value. A comparison 
of those receiving serum in such cases with those 
who did not showed that in type I the mortality was 
reduced by about 51 per cent; in type II there was 
a reduction in mortality of 49 per cent. It is im- 
portant for the serum to be given early. The main 
point, I gather, in the giving of. the serum is that 
it should be made available for the body fluids as 
soon as possible; intravenous administration, there- 
fore, is perferab'e to intramuscular. Peek has 
made a strong appeal for the adoption of standard- 
ized units as is done with diphtheria and tetanus 
antitoxin and no doubt before long this will be 
satisfactorily done. 


Case 4926, female age 54, had malignant hyper- 
tension, cardiac dilation, arterio-sclerosis and chron 
ic nephritis; B. P. 280/170. One month before 
admission had cholecystitis. She had enlarged heart, 
liver enlarged, edema, and died 14 day after ad- 
mission—autopsy secured; well written up. An ex- 
cellent record, consisting of comprehensive history, 
good physical, blood pressure readings, progress 
notes, laboratory findings and autopsy. Would that 
we could have more like it!! Autopsy record as fol- 
lows: 

Body of female, age about 60, with rigor mortis 
well developed. Body opened in midline from upper 
end of sternum to symphysis pubis. 

Pleural space free on left, with fairly extensive 
but delicate adhesions to anterior chest wall on right. 
Slight excess of fluid in pericardium; considerable 
fatty deposit on heart; heart about twice normal 
size with number of fairly firm white clots; left 
auricle dilated twice normal size, with wall 25 mm. 
in thickness;aortic valves normal with coronary 
orifices patent; right ventricle not greatly hyper- 
trophied; mitral valve flaps show no sclerotic 
changes; atheromatous patches in aorta, around 
coronary openings, and in descending aorta. Slight 
passive congestion of lungs. Liver is one-third to 
one-half larger than normal; liver tissue friable 
with many hemorrhageic spots. Spleen normal in 
size and appearance. Left kidney has much perire- 
nal fat and a cyst, an inch in diameter, filled with 
dark greenish flufti, just beneath the capsule. Right 
kidney shows much perirenal fat. Both kidneys show 
fibrous changes, more marked in right. Appendix 
normal. Gall-bladder is large, filled with bile, com- 
pressible with difficulty. 

Pathological Diagnosis: Arteriosclerosis; cardiac 
hypertrophy; cardiac dilatation; nephritis; passive 
congestion of liver. 

Sections of kidney show extensive fibrous in- 
crease, many of the glomeruli being replaced by new 
fibrous tissue and there is a fibrous excess in the 
supporting structure of the tubules. The blood 
vessels show thickened walls and in some areas the 
lining epithelium of the tubules is lost. The changes 
are those of chronic interstitjal nephritis with 
evidence of acute tubular degenerative changes. 

(H. P. Mills, Pathologist). 
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Case 4959. Had injury to left side with myo- 
carditis and pulmonary tuberculosis. Was admitted 
to hospital, stating he had had a fall; no bruises or 
lacerations could be found. This was his fourth 
admission in past two years for myocarditis and 
tuberculosis. 

Case 5104, male 38 had pulmonary tuberculosis. 
Hemorrhage from extensive cavitation; had pul- 
monary tuberculosis for four years following in- 
fluenza in 1923; hemorrhage in 1924; large cavita- 
tion left upper lobe; two weeks before admission 
began hemorrhage. It seemed best on account of 
previous inability to collapse lung and do a phr-- 
nectomy. Good physical. Progress notes for day 
following operation said: pain in region of dia- 
phragm on left side and spreading to the back and 
to the right side. Continues to raise little blood 
each day. Four days later, he raised large amount 
of blood and expired 15 minutes later from hem 
rhage. 

COMMENT 


The literature upon surgical treatment of pul- 
monary tuberculosis is large and grows larger each 
day. Archibald has had the widest experience on 
this side of the water and his statistics and deduc- 
tions are interesting. He states with emphasis that 
the indication for surgical operations upon the 
tuberculous patient must depend upon evidence of 
resistance. The evidence of resistance is scarring 
Indications for operations in his language are: “If, 
as the result of consultation with the competent 
internist, and a careful consideration of the clinical 
course, physical findings and roentgen ray films 
(If possible a complete series of these) it is de- 
termined that the chiefly affected lung (very 
rarely is the disease unilateral) is tending strongly 
to healing through fibrotic contraction, but is pre- 
vented from complete healing by cavitation or hy 
insufficient yielding of the surrounding structures, 
then the operation of thoracoplasty is indicated.” 

He adds that numerous honey-comb abscesses and 
single cavities at the apex are suitable but several 
large cavities in both lobes constitute too big a task. 
His statistics published in 1928 were 149 cases 
operated, of which 76 were for uncomplicated uni- 
lateral disease. There were 104 total posterior 
thoracoplasties with two deaths and 13 partial pos- 
terior operations with seven deaths or a total of 7.7 
per cent. These deaths occurred within two months 
after the operation, the arbitrary time adopted by 
most authors for claiming a death as an operative 
one. Additional deaths occurred from the progress 
of the disease, making a total of 18 or 15.4 pet 
cent mortality. Hedblom gives as indications for 
tra pleural thoracoplasty; “With other lung satis- 
factory, no definite progress towards recovery fol- 
lowing adequate sanitarium treatment or its equ'- 
valent, and adequate pneumothorax collapse impos- 
sible owing to adhesions. The ideal condition with 
respect to the opposite lung is one in which there 
is nn evidence of disease of any kind, but a 
healed focus or an inactive one, with or without 
cavitation, does not contra-indicate operation. \ 
definitely active progressive tuberculous proce 
or well marked non tuberculous process in the 
better lung, contra-indicates operation. An 
sociated tuberculous empyema with large cavity, 
whether primary or secondary to pneumothorax 
collapse, is an_ indication for operation.” 
Hedblom reported 11 cases of phrenico-exeresis 
on patients with evident bilateral  invol 
ment unfavorable for thoracoplasty. Three were 
definitely improved and four temporarily benefited. 
One died a few days after operation from symptoms 
of respiratory failure and three have died at varying 
periods following operation. Of 22 patients on 
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whom thoracoplasty alone was performed, nine are 
considered symptomatically cured, ten greatly im- 
proved, two died, apparently from operation, six 
patients had a combination of thoracoplasty and 
phrenico-exeresis with great improvement in all. He 
apparently considers phrenico-exeresis as a vest 
operation to determine whether or not thoracoplasty 
may be safely done and as a supplementary opera- 
tion to thoracoplasty. It may be used on patients 
who are in poor condition for thoracoplasty and in 
whom adhesions prevent artificial pneumothorax. 
He also thinks it is a supplemental feature to arti- 
ficial pneumothorax. 


Case 5109 had bowel obstruction. Strong, healthy 
boy; appendix removed four years ago; otherwise 
had never been sick. Three days before admission 
pain in abdomen; bowels had not moved since that 
time in spite of five or six doses of various cathar- 
tics, including C. C. pills, castor oil cascara and 
citrate of magnesia. Was seen at this time by an- 
other physician and brought into hospital, opened up 
and obstruction of ileum about six inches from its 
opening into cecum was found, it being bound down 
in a mass of adhesions around the old appendiceal 
scar. Severing of adhesions relieved obstruction. 
Patient died on table. Well worked up record. 

Case 5032, male, 76 years, had acute appendicitis, 
diabetes. A very interesting and extremely well 
worked up case of acute appendicitis developing in a 
diabetic, which, in spite of insulin, careful nursing 
and splendid treatment, ended in failure to live. 
Another example of the type of record we are so 
desirous of in this hospital. 

Case 5105, female, aged 68, had carcinoma of liver 
following cancer of right breast- removed two years 
ago. Terminal case upon admission, a large mass 
was felt in region of the liver, gall bladder and 
pancreas. 

COMMENT 

Muller, in a review of cancer of the breast, states, 
“The treatment of cancer of the breast is intriguing 
because the organ is so accessib'e and, therefore, 
susceptible of diagnosis. There seems no reason why 
the percentage of permanent cures after operative 
removal should not be far greater than it is at 
present and, as the operation is technically a good 
one, the trouble seems to be one of diagnosis.” 
Greenough recognizes this fact when he states, “The 
fact that 70 to 90 per cent of cases of breast cancer 
can be cured if operated on during the local or early 
stage of the disease, before the axillary lymph 
nodes are affected, is sufficient evidence of the truth 
of the statement that the difficulty of recognition 
by patient and by physician is chiefly to blame for 
results.” In a symposium on cancer of the breast 
in 1927, Wainwright makes a number of points when 
he shows a series of miscroscopic slides. He says 
some surgeons have maintained it is not necessary 
to remove the large pectoral muscles provided the 
facia is dissected off. He shows cancer cells in and 
around the muscles and believes that it hardly is 
cogent to argue that it is not necessary to remove 
the muscles because the metastasis is not seen in 
the abdomen or thorax; if carcinomatous deposits 
are left behind, even not large enough to be detected 
clinically, cells escape to form fatal metastasis at a 
distance. He shows that multiple tumors may be 
carcinomatous, and that duct stasis is a predispos- 
ing cause of carcinoma. The more frequent and 
prolonged the lactation, the less liability to carci- 
noma; hence, single women have breast cancer more 
often than married women. He showed a scirrhus 
carcinoma in the center of which lay a typical fib- 
roma which undoubtedly gave use to the carcinoma 
at the core of which it lay. The therapeutic value of 
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irradiation in the treatment of mammary cancer 
is of great importance and needs to be carefully 
evaluated in view of the skepticism regarding the 
results of purely surgical treatment and in view 
of the extravagant claim made for radiation by some. 
Some of the authorities claim radiation of little or 
no use, others, the direct opposite. As to the treat- 
ment by irradiation, Muller is of the opinion that 
one of the difficulties experienced in evaluating 
this method of treatment lies in the fact that the 
technic seems to vary so widely with different oper- 
ators. Webster, radiologist of the Middlesex Hospi- 
tal, London, writing after an experience of 600 cases, 
believes that both in the pervention and cure of 
cancer of the breast, radiological measures could be 
employed with advantage much more extensively 
than they are at present. He believes this treat- 
ment will render cases operable which are on the 
border-line, will minimize the occurrence of recur- 
rence, may lead to cure in proportion of early and 
even advanced cases and is invariably successful in 
the precarious chronic mastitis. 


Case 5010 is discussed later at this meeting. 


Case 5070 had chronic arthritis, chronis valvular 
heart disease, chronic endocarditis. Aged female 
with history of chronic arthritis for many years, in 
extremely poor state of health. Scant history and 
physical; there is no discussion as to whether any 
attempt had been made to determine focus of in- 
fection which was so damaging to this body. 


COMMENT 


Concerning focal infection and chronic arthritis, 
Cecil has been doing good work. He makes the point 
and we hear it, and perhaps agree with it, each day 
that there has been a reaction against the general 
views regarding the importance of‘focal infection in 
arthritis and neuritis. There is a strong sentiment 
against speaking of “chronic infectious arthritis”. 
He claims the reaction has taken place because there 
is now so much evidence to show that removal of 
foci of infection does not always improve the ar- 
thritis, altho in instances this must be because the 
focus is not removed early enough. Again he claims 
the degenerative arthritis that comes late in. life, 
characterized by bony and cartilaginous changes, is 
not differentiated from the infectious type. He 
aptly puts it, “Too many teeth and tonsils have 
been removed in the latter type of arthritis and, of 
course, with great disappointment. The failure to 
detect the foci so often lies in not taking enough 
trouble to look for them, rather than in ignorance 
of where they may be.” The strongest evidence of 
chronic infectious arthritis is found in the experi- 
ence which every active physician must have had in 
the beneficial effects of the prompt and early re- 
moval of the foci. Cecil has isolated in a large num- 
ber of cases green streptococci from the blood by 
special technic. Cecil, in summarizing, thinks the 
most reasonable, if still unproven, explanation is 
that they do come from foci of infection and are 
actually responsible for the lesions. Inability to 
find these streptococci in the blood does not prove 
their absence, as blood cultures may be negative at 
one time and positive at another. These streptococci 
seem to come out at irregular intervals and this 
might explain the “flare-up” to which these patients 
are subject. He strongly supports the practice of 
attacking foci of infection early. He claims we are 
too apt to think that merely removing a diseased 
tonsil or a chronically inflamed appendix, or an in- 
flamed Bartholin gland will cure the patient; ex- 
perience shows that all these removals may be of 
no avail if they have been in action over a number 
of years. 
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DR. F. B. SHARPE discussed Case 5010, under 
diagnosis of “Toxemia with Hemorrhagic Tendency 
and Abruptio Placentae.” 

Case 5010, white woman, age 27, married three 
and one-half years, came under my care, para one 
about six months pregnant. Three sisters not able 
to carry children to term. Cause undertermined. One 
aunt died late in pregnancy from eclampsia. Has 
had the usual childhood diseases, influenza in 1918, 
and was told she had appendicitis three months ago. 
Menstruation has always been normal. 

Physical examination showed her to be a thin, 
poorly nourished woman of medium height, weight 
105 pounds. The tongue had several sharply de- 
fined plaques with beefy red central portions and 
grayish peripheries, diagnosed as erythema mi- 
grans. Her general condition was negative. The 
blood pressure was 114/68. The uterine fundus 
was at the umbilicus. Fetal heart tones were 
easily heard. Measurement showed a justo minor 
pelvis with a somewhat narrowed outlet. Endo- 
cervicitis with erosion and discharge was pres- 
ent. The Wassermann was negative. 

Because of her family history and her not en- 
tirely favorable condition, she was seen even 
more frequently than is customary, the longest 
period between observations being seven days. 
She was seen a few minutes after she had fallen 
off a porch. Headache was present and she com- 
plained of not seeing well. Blood pressure was 
normal. After symptomatic treatment she im- 
proved. From then on she complained at inter- 
vals of pain in the right lower quadrant, but 
was always relieved by hot water bottles and at- 
tention to the bowels. She was instructed as to 
diet and rest; the cervix was treated, and the 
blood pressure and urine were watched carefully. 
At seven months she had an attack of influenza 
which responded readily to treatment. She felt 
tired afterward, and a week later had a blood 
pressure of 148/88, and complained of pain in 
the back of her neck. Three days later the 
blood pressure was 154/90 in spite of bed rest, car- 
bohydrate diet and forced fluids. There was a 
trace of albumin in the urine, but no edema of 
the extremities. Three days later the blood pres- 
sure had dropped to 132/78, and the headache 
had disappeared. Again, three days later she was 
seen after she had taken a forbidden automobile 


ride during which she had a severe, tearing pain 


in the right side of the abdomen. She stated 
that it felt as though the baby had dropped. She 
had a severe parietal headache, disturbance of vis- 
ion and nausea. The blood pressure was 220/120. 
Petechial hemorrhages occurred under the skin 
where the arm band of the sphygmomanometer ha‘! 
been. The uterine fundus was midway between 
the umbilicus and the xiphoid, the organ being 
globular moderately, and slightly tender. The 
fetal heart tones were 140 and well heard. The 
eyegrounds were negative. 

The patient was sent into the hospital where 
the colon was irrigated and intravenous magne- 
sium sulphate and glucose given alternately about 
every hour during the night. The blood pressure 
quickly came down to 165/110, but continued 
treatment was necessary to keep it there. No 
edema was present. The urine showed a trace of 
albumin. The white count was elevated to 12,800 
at first and the next day to 18,000. Coagulation 
was incomplete at fifteen minutes. She was 
markedly improved and comfortable the next 
day. Fetal heart tones were present but seemed 
more distant and ranged arount 160 to the min- 
ute. After every use of the tourniquet for intra- 
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venous therapy petechial hemorrhages appeared. 
At midnight of the second night the patient 
seemed in excellent condition and was observed 
only by the_nurse until seven o’clock the next 
morning. At that time the patient did not look 
well and complained of having had more pain 
in the right side during the night. Her temper- 
ature was slightly elevated, the pulse 140 and 
thready, the mucous membranes pale, and _ the 
extremities cold. Headache was severe, and vis- 
ion was again disturbed. The uterus was more 
tense, but not board-like. The fetal heart tones 
could not be heard. Rectal examination showed 
the cervix to be dilated to three centimeters, the 
membranes tense, but not bulging. Supportive 
treatment was added, including hypodermoclysis. 
Hemorrhages under the skin no longer occurred. 
There was no vaginal bleeding. An hour later a 
seven centimeter Voorhies bag was introduced. 
Pains began in about one-half hour and in two 
hours the patient was delivered of a dead, eight- 
months fetus, the placenta being expelled with it. 
A slight bilateral tear in the cervix was not re- 
paired because of the presence of the endo-cer- 
vicitis. Bleeding was not marked, and the moth- 
er’s condition improved from then on. For sev- 
eral days an occasional intravenous magnesium 
sulphate and glucose was necessary to keep the 
blood pressure down. The eyegrounds remained 
negative and vision cleared up. A week later the 
blood pressure was 138/80. The patient was re- 
moved from the hospital on the fourth day without 
permission, by the husband who was in a constant 
state of intoxication. After repeated attempts to 
secure co-operation, the case was dismissed ten 
days after the delivery and the patient advised to 
go elsewhere for further care. 

The fetus weighed four pounds and was poorly 
nourished. Examination of the placenta showed 
three distinct areas of retro-placental clotting. An 
old, semi-organized clot about one-half inch thick 
covered about one-quarter of the placental area. A 
more recent and thicker clot adjoined it and cov- 
ered one-third of the placenta. This clot was 
firm and more solid than the third clot which was 
apparently of recent origin and covered the re- 
mainder of the placenta, which accounted for the 
absence of external hemorrhage and undoubtedly 
influenced the favorable outcome. The appearance 
of the clots suggested their development with the 
attacks of pain and showed the progressive pre- 
mature separation of the placenta. The final hem- 
orrhage was evidently responsible for the death 
of the fetus. 


COMMENT. 


This case welds another link in the chain of 
evidence suggesting toxemia as an important fac- 
tor in a large per cent of the cases of premature 
separation of the normally implanted placenta. The 
occasional hemophilic nature of this condition was 
mentioned by De Lee in 1901. Frequently this 
is familial in character, but J. H. Miller believes 
it is not due to a primary blood diathesis, but 
rather to an inherited tendency to toxemia. Its 
presence in this case warned against early, oper- 
ative, delivery to save the premature baby. 

Between 1881 and 1905 several writers noted the 
association between nephritis, eclampsia, and ac- 
cidental hemorrhage. However, Essen-Moller, in 
1913, was the first to emphasize the connection 
between the late toxemia of pregnancy and ab- 
ruptio placentae. Recently, much well directed re- 
search has added to our knowledge of the etiology 
and pathology of this entity. Hofbauer caused a 
similar condition in animals through the intra- 
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venous injection of histamin. Williams has recent- 
ly compared the conditions with those following 
the action of snake venoms. Flexner and Noguchi 
show that such poisons contain protein toxins 
which produce endothelial injury and thrombosis 
and thereby hemorrhage into various organs. 
Pragtically all cases, as did this one, have an 
elevated white count, which can be _ caused 
by invasion of the pathology, according to 
Hofbauer, is the lesion of the walls of the cap- 
illaries and small veins, permitting plasma and red 
blood cells to leave the vessels, giving rise to 
edema and hemorrhage by which the decidua and 
muscle is disintegrated. A fluid wedge is thereby 
formed, a portion of the placenta is raised from 
its attachment, more bleeding occurs and_ the 
picture is soon complete. The nature of the toxic 
substance is still undetermined. 

The incidence of this condition is much greater 
than ordinarily supposed. It was formerly given 
as one in 500 cases. Goethals reports a fre- 
quency of one in every ninety-four cases at the 
Boston Lying-In Hospital. Nearly one-fourth of 
his cases showed a toxemic background and an 
undiscovered toxemia is suggested in many others 
as supplementing the manifest causes such as 
trauma. Mild cases occurring late in labor from 
diminution of the area of the placental site and 
similar conditions are not included. Utero-placental 
apoplexy is held to be distinct from simple sepa- 
ration and is the more severe. It is _ positively 
identified only at cesarean section or at necropsy, 
by the mottled, markedly hemorrhagic condition 
of the uterine wall. It is suggested, however, 
by the severity of the symptoms and evidence of 
the fulminating nature of the condition. 

Diagnosis of the typical case is known and 
will not be detailed. It is advised that atypical 
cases be watched for. Particular attention should 
be paid to the toxemic patient since Goethals re- 
ports one premature separation to every twenty- 
two deliveries of toxemias. Classical symptoms 
and signs may not be present. External hemor- 
rhage does not always occur. Hillis recently re- 
ported a case in which shock and broad-like hard- 
ness of the uterus were absent, as was true in 
this case. 

Prognosis is not always good. Goethals reports a 
maternal mortality of 8.6 per cent in spite of ex- 
cellent care. His fetal mortality is given at 61.5 
per cent. 

Detailed discussion of the treatment is not at- 
tempted. Delivery from below can best be ef- 
fected in about two-thirds of the cases, especially 
when mild and all conditions favorable for such 
delivery. In the case under discussion, the toxe- 
mia was the most serious, the abruptio, while coim- 
plete, was fortunately mild in its effects and 
slowly progressive in occurrence. The method of 
delivery was suited to the case. Accouchement 
force has no place here or elsewhere in obstet- 
rics. In the severe, fulminating cases, atony of 
the musculature may be present due to extensive 
hemorrhages into it and cesarean section may be 
life saving. In cases of utero-placental apoplexy, 
hysterectomy may be necessary. Kellogg warns 
us that failure of the kidneys may result disas- 
trously when the rest of the treatment has been 
successful. Intravenous, twenty-five per cent, 
glucose solutions to obtain hyperglycemia and 
produce diuresis is essential when danger exists. 

DR. DUDLEY FOURNIER: The etiology of 
this condition is hard to determine. I believe 
that the toxemia had much to do with it; the 
fact of the auto ride and feeling a tearing sen- 
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sation in the side may have been just a coinci- 
dence. Trauma may possibly have something to 
do with premature separation of the placenta. I 
believe that one should bear in mind the possibility 
of this condition developing in all toxic cases. 

It might be of interest to tell you of the ul- 
timate outcome of this case. She developed a 
thrombosis of the median basilic vein which ex- 
tended from the axilla to the middle of the fore- 
arm. She had fever for a few days and the in- 
duration left the vein after three weeks under ice 
compresses and a pillow splint. The B.P. stayed 
around 130/80. The urine practically cleared up 
showing only a few pus cells and no albumin. She 
was put on a post-eclamptic diet, salt free and 
protein restricted. She had a slight vaginal dis- 
charge. Bimanual examination showed a bilateral 
cervical tear with erosion of both lips, probably 
due to rapid delivery with the bag. Rapid de- 
livery was indicated in this case and the tears 
were unavoidable. Cauterization with Collins elec- 
trotome using the high frequency current, caused 
this large edematous cervix to shrink down to one- 
third its size. One treatment was all that was 
necessary to clear up the vaginal discharge. 

DR. A. J. McINTYRE: The causes and treat- 
ment of eclampsia have been fought over for gen- 
erations. The causes of the toxemia have been 
laid to the liver, the kidneys, the intestinal tract 
and the products of conception. But, as the years 
go by, first one cause and then another is elimi- 
nated together with its respective treatment; but 
eclampsia with its high maternal and fetal death 
rate still persists. As the pendulum swings and 
the various treatments come and go, there is al- 
ways a point or two ~ained toward a lower mor- 
tality for both mother and baby. 

The toxemia which always’ occurs in these 
cases we have, heretofore, laid primarily to the 
kidneys. A patient with a high normal kidney 
function can stand any severe infectious disease; 
or, if it be a woman, she can go through a preg- 
nancy with its resultant heavy strain without ap- 
parent impairment to the kidneys. If the patient 
has a low normal kidney function, any strain 
caused by disease or pregnancy will be apparent 
in the kidneys. Now, however, it appears that 
the liver is a primary offending organ, and the 
kidneys only secondary. 

After a long series of thorough and painstaking 
investigations evidence is offeren by P. Titus, P. 
Dodds and W. E. Willetts that in eclampsia a dis- 
turbance in carbohydrate metabolism actually ex- 
ists. There is apparently a carbohydrate defi- 
ciency. Contrary to the general opinion, hypergly- 
cemia is not characteristic of eclampsia. Serial 
blood-sugar readings during an attack of eclamp- 
sia show wide fluctuations in exceedingly short 
intervals of time. Graphs of such glycemia are 
shown to substantiate the foregoing statements. 
The convulsive seizures occur at levels which the 
authors have designated as “relative hypoglyce- 
mia,” and apparently are caused by the sudden 
drops in blood sugar. In this respect eclampsia 
convulsions are comparable to those of insulin 
hypoglycemia. Following a convulsion, there 1s 
usually a temporary rise in blood sugar, the 
customary physiologic response of the liver to 
muscular activity. There exists a tendency to- 
ward remissions to lower levels so that the gen- 
eral trend of the sugar content of the blood in 
eclampsia is downward, obviously the effect of 
exhaustion of glycogen stores in the liver. As a 
result of this and previous studies of toxemic dis- 
turbances of pregnancy, the authors are led to 





326 


conclude (1) that there is a relationship between 
all toxemias of pregnancy, (2) that there is no 
specific toxin of fetal origin responsible for these 
toxic states, (3) that the various toxicoses of 
pregnancy, particularly eclampsia, are due en- 
tirely to disturbance in maternal metabolism, 
based primarily on a deficiency in carbohydrate in- 
take plus increased consumption of  carbohy- 
drates; this results in a depletion of the gly- 
cogen stores with consequential damage to the 
liver and its functions. This glycogen deficiency 
in the liver presently becomes. equivalent to partial 
“extirpation of the liver;” the blood sugar values 
begin to seek hypoglycemic ievels followed by fren- 
zied efforts toward recovery, thus initiating the 
fluctuating waves noted in the author’s charts; the 
convulsions which occur at certain low sugar lev- 
els as the fluctuations become more and more vio- 
lent are controllable, like the familiar hypogly- 
cemic convulsions, by glucose injections. The 
nephritis of preeclampsia and eclampsia, as well 
as of grave hyperemesis, is not the forerunner but 
an incidental symptom and result of the intoxica- 
tion. 

With the view that the conyulsions of eclampsia 
are to be designated as hypoglycemic reactions or 
manifestations, the use of insulin either with or 
without glucose in the treatment of this disease 1s 
unnecessary and_ contraindicated. Appropriate 
treatment for eclampsia as established by these 
glycemia curve studies consists of two main fea- 
tures: (a) complete muscular rest and relaxation 
as induced by quiet, isolation, and the use of 
morphin hypodermically, chloral hydrate by bowel, 
and magnesium sulphate hypodermically or intra- 
venously; and (b) the intravenous injection of a 
25 per cent glucose solution over a period of not 
less than one hour and repeated after intervals 
of from four to five hours according to the needs 
and response of the patient. To illustrate, I have 
arbitrarily selected five types of cases where the 
toxemia with its resultant symptoms have ap- 
peared at different stages of pregnancy. 

Type one represents these cases of severe vom- 
iting of pregnancy, which occur within the first 
three or four months of pregnancy. All of 
the cases have shown relatively low blood sugar 
and the lower the blood sugar, the more severe 
was the vomiting. My treatment of this type 
of case consists entirely of a high carbohydrate diet 
together with an intravenous injection of hyper- 
tonic solution of glucose. Almost all of these 
cases, when put to bed with this treatment main- 
tained for a week to ten days, cease to have nau- 
sea and vomiting. All of these cases had low 
kidney function. 

The second type are those cases which begin 
to show symptoms of toxemia about the sixth or 
seventh month of pregnancy. The urine begins to 
show albumin, with casts, blood pressure begins to 
rise and the condition rapidly grows worse until 
the patient is on the verge of true eclampsia. The 
pregnancy has not advanced far enough for us to 
expect a live baby on the emptying of the uterus. 
The condition of the mother is such, that if the 
condition persists, her own life together with that 
of the baby is in danger. The blood sugar wi 
be found lowered in direct proportion to the 
mother’s conditipn. This type of case, when put 
to bed, kept quiet with sedatives and 200 to 300 
c.c. of a 25 per cent solution of glucose given in- 
travenously and repeated every five or six hours, 
will perceptibly lower the blood pressure, promote 
elimination and greatly benefit the mother’s con- 
dition. By careful examinations, this type of 
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case can be carried to term and delivered nor- 
mally, other things being equal. 

The third type of case will apparently be nor- 
mal to within a day or two of her expected tine 
of delivery when suddenly there is a rapid eleva- 
tion of the blood pressure and great quantities of 
albumin appear in the urine. To illustrate, a pa- 
tient had expected date of confinement April 2nd. 
On March 29th, urine was normal, blood pressure 
130, moderate swelling of the feet, but patient feel- 
ing normal.. 

On March 31st her lower extremities were mar«x- 
edly edematous; hands and arms were badly swollen 
eyes nearly swollen shut; blood pressure was 185; 
patient at the office at this time. I gave her 100 
c.c. of a 50 per cent glucose solution, packed the 
cervix tightly with gauze saturated with glycerin 
and mercurochrome solution and sent her to tie 
hospital. Within a few hours uterine contrac- 
tions began and the patient delivered normally, 
Her general condition had greatly improved by the 
time labor terminated, and during her postpartum 
stay in the hospital she remained normal. This 
type of case will usually prove serious if left un- 
til labor starts normally. 

The fourth type are thouse cases that progress 
normally throughout pregnancy showing norm:l 
urine examinations, low blood pressure, and a 
general normal feeling. Patient goes into labor 
normally and terminates normally, but because 
of the excessive strain of labor with resulting hy- 
poglycemia, patient will show evidence of extreme 
toxemia with severe eclamptic convulsions. Most 
of these cases, since the pregnancy has terminated, 
will recover if kept in a quiet, darkened room, 
and opiates given; however, if at the same time 
200 to 300 c.c. of 25 per cent glucose is given 
these patients will show a surprising rapidity in 
recovering. 

The fifth type are those that are apparently 
normal until two.-to eight or ten days 
after delivery when the symptoms of toxemia oc- 
cur, meaning a condition where the liver function 
is getting lower but the necessary deficiency is 
not present until this late date. The same treat- 
ment is followed and the patients’ speedy recov- 
eries are certain. 

DR. A. A. SHELLEY presented a brief outline 
of some of the more important methods of con- 
servative treatment of eclampsia. The treatment 
of eclampsia by the Dublin method as practiced by 
the Rotunda Hospital, Dublin, embraces the follow- 
ing: 1. Starvation, ie., abstinence from every- 
thing except water. It may be asked how the food 
makes the poison when the toxin is fetal. This 
is extremely simple to explain by the following 
theory: The food ingested and the toxic elements 
from the fetus require the same ferments in the 
blood to neutralize them; these are probably albu- 
minous in nature. The foetal toxin takes the ele- 
ments from the blood which are intended for the 
digestion of food. This leaves the latter witn 
no ferment and therefore the food acts as a 
toxin—a toxin which may cause the familiar post- 
mortem signs, e.g. kidney and liver necrosis. The 
obvious treatment, therefore, following this the- 
ory is to prevent the ingestion of food and to 
dilute the toxic elements. It may next be asked 
how long the starvation may be continued. Usu- 
ally the patient improves after a day or two; if 
after three days there is no improvement, then 
and not until then should cesarean section or in- 
duction of labor be recommended. There is a 
great advantage gained by waiting these days 
and the results are generally more gratifying than 
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is obtained by adopting radical measures imme- 
diately. 2. Stomach Lavage: This is repeated un- 
til the return flow is clear, after which two 
ounces of concentrated magnesium sulphate is left 
in situ. It may be necessary to perform lavage of 
the stomach two or three times in an intractable 
case, but if possible it should not be repeated as 
it increases shock. 38. Bowel Lavage: With the 
patient on her left side a tube is passed 18 inches 
into the bowel after which water containing so- 
dium bicarbonate, one gram to the pint, is poured 
in and syphoned out. This is continued until the 
return flow is clear. We regard bowel lavage 
as one of the most important parts of the 
treatment. It sometimes takes upwards of an 
hour before an absolutely satisfactury result is 
obtained, and, as in stomach lavage, where a case 
is prolonged, repetition of this detail of treat- 
ment may be required. One or two pints of this 
solution should be left in the bowel. 4. Mor- 
phine: This part of the treatment, introduced to 
the British Isles by Sir W. Smyly, is believed to 
be of great benefit, although Dr. FitzGibbon, the 
present master, is experimenting without this 
drug. 5. The Injection of Sodium Bicarbonate So- 
lution Under the Breasts: This should be done 
as a routine in all cases except the mildest. 
6. Close Observation of the Patient: This 
should be done if possible by a qualified doctor; 
if this is impossible a nurse thoroughly trained 
in eclampsia or a senior student should watch 
the patient. Many women have died of “drown- 
ing” who would have recovered if they had been 
closely observed in a room sufficiently lighted, 
with an assistant ready to swab out mucus from 
the throat, and, if necessary, to bring the head 
and shoulders hanging over the side of the bed 
with the face towards the floor. In this way 
fluid will frequently be found to pour through 
the nose and mouth, with immediate relief of 
dyspnea. Nothing at all must be given to the 
patient by mouth when she is unconscious. 

Treatment of Toxemia of Pregnancy at Johns 
Hopkins Hospital Dispensary: Patients must be 
sent into the hospital whenever they show: (1) 
Systolic pressure at 150 or more and two plus al- 
bumin. (2) Undue rise in diastolic pressure. (3) 
Any one of the above symptoms associated with 
severe headache, epigastric pain, or pronounced 
edema. (4) Sudden amaurosis, even if none of the 
conditions mentioned above are present. Pa- 
tients with increasing blood pressure and definite 
trace of albumin must visit the dispensary twice 
a week. If they do not follow directions, Social 
Service must visit them promptly. 

Ward Service: Toxemias: 1. In moderately sick 
patients when the albumin does not fall below 
one gram per liter within a week, or when the 
general condition is not satisfactory, the induc- 
tion of labor should be seriously considered. 
2. Very ill patients will probably have induction 
of labor early and immediate induction when 
amaurosis developed suddenly, either with or with- 
out eqigastric pain. In multiparae with rigid 
cervices caesarean section may be considered. 

Eclampsia: 1. On admission patients with frank 
eclampsia are: (a) to be placed in a quict, dark- 
ened room and to be disturbed as little as pos- 
sible; (b) to have special nurses continuously un- 
til definitely out of coma, (c) to have % gr. 
morphia by hypodermic immediately; (d) to be 
catheterized, observed medically and obstetrically, 
and bled for 200 c.c. under nitrous oxide anesthe- 
Sia if conscious; (the venesection is done only 
when it is necessary to obtain a blood specimen 
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for research work;) (e) to be placed on one side, 
with foot of bed elevated as long as coma per- 
sists, and mucus tot be swabbed from pharynx as 
it collects; (f) to have water freely when con- 
scious; if patient cannot drink on account of 
coma or lack of desire the intravenous injection 
of 500 c.c. of 5 percent glucose solution should 
be considered; (g) not to be delivered until after 
the cervix is fully dilated; then by the simplest 
operative means, unless spontaneous’ delivery 
seems imminent; (h) no chloroform to be used; 
and (i) as soon as patient is admitted, have the 
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necessary observations made. 2. One hour after 
admission, one quarter grain morphia hypoder- 
mically. 3. Seven hours after admission, two 
grams chloral hydrate as above. 5. Thirteen hours 
after admission, one and a half grams chloral hy- 
drate. 6. Twenty-one hours after admission, one 
and a half grams chloral hydrate. 
*General Directions: (a) While eclamptic pa- 
tients are under treatment, the assistants and 
nurses must insist upon the greatest possible 
quiet; (b) catharsis, sweating, or venesection in ex- 
cess of 200 c.c. must not be employed. 
Treatment of Pregnancy Toxemias on the Ob- 


stretical Service of Barnes Hospital, Washington 
University: 
No Convulsions: Absolute bed rest. Fluids 


forced to 400-500 c.c., daily. Magnesium sulphate, 
one to two ounces daily. High carbohydrate diet 
with low protein and fat, (e.g.—fruit juices, fruits, 
potatoes, vegetables, etc.) Urinary output and 
blood pressure watched carefully. 

Convulsions: Patient is given five c.c. of ster- 
ile 25 per cent magnesium sulphate solution intra- 
muscularly. This is repeated at 20 to 30 min- 
ute intervals; ten to 20 c.c. have always been 
sufficient. The patient is given a colonic irriga- 
tion and the stomach is washed out by means 
of the nasal tube. Two to three ounces magnesium 
sulphate are left in the stomach. If the stomach 
empties itself immediately, or as soon as it does, 
five per cent karo syrup solution in three to six 
oz. amounts can be introduced hourly. These pa- 
tients as a rule are not edematous and are given 
5 per cent glucose solution, 1000 to 2000 c.c., sub- 
cutaneously and similar amounts intravenously. 
Normal saline can also be used, but we prefer it 
after urinary secretion has begun. 

In pregnancy toxemias one is less likely to do 
harm by forcing liquids than by limiting them, 
for the edema is protective. If the patient is 
near term some easy method of induction of la- 
bor is used (e.g., bougies, bag, etc.) Venesection is 


not used on a patient in labor unless it is fol- 
lowed by transfusion. 
DR. DUDLEY FOURNIER discussed placenta 


praevia as the development of the placenta in part 
or wholly within the zone of dilation of the uterus 
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centa to be inserted over the internal os there 
must be a low implantation of the ovum. 
Hemorrhage is the first symptom; it occurs in 
the last trimester. A typical history: “Doctor, | 
woke up this morning and found myself lying in a 
clot of blood and a funny thing about it. I didn’ 
have any pain!” Painless uterine hemorrhage in 
the last three months of pregnancy is almost 
pathognomonic of placenta previa. I have such 
a patient in. the other hospital under close obs¢ 





vation. It may be poor obstetrics, but the mother 
wants a live baby if possible, and I am tem- 
porizing. Most authorities now agree that as 


soon as the diagnosis is made, the pregnancy 


should be terminated. 
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which means that the placenta may cover the os Name eecee® 
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tritis, multiparity, previous abortion or a previous 
manual removal of the placenta. For the pla- 
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The diagnosis is fairly easily made with the 
history of bleeding but it must be verified by a 
vaginal examination under strict aseptic con- 
ditions, perferably under anesthesia. The whole 
hand should be introduced into the vagina and a 
finger inserted into the cervix. The finger is 
swept around the whole circumference of the lower 
uterine segment. If the placenta is felt, then the 
diagnosis is evident. 

In the treatment of these cases the primary ob- 
ject is the immediate onset of the hemorrhage and 
the fiyst step is to exert pressure against the pla- 
centa site. This can be done by means of a bag 
or by Braxton-Hicks version. Cases in good con- 
dition with a live and viable fetus are probably 
better treated by a Voorhies bag, as the infant 
stands a better chance of surviving than by 
Braxton-Hicks version. The mortality in the in- 
fant in Braxton-Hicks version is high, probably 
80 per cent. 

Now a word about cesarean’ section in the 
treatment of these cases. I believe section has a 
decided place in the treatment of placenta previa. 
If the patient is uninfected, her condition good 
and the baby alive, cesarean section should be 
done. Such a condition presented itself to me 
two months ago. A woman was referred from Glen- 
dale with the diagnosis of placenta previa. She 
was thirty-six years of age, was bleeding freely, 
but in good condition and the baby was alive. I 
decided that section offered the best chance of 
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obtaining a live baby with not much risk to the 
mother. While the patient was being prepared 
for operation, I had her blood typed and found 
a suitable donor. A classical cesarean was done 
and she was delivered of a live seven pound baby 
girl. After the operation she was given 500 c.c. 
of citrated blood. The patient made an uneventful 
recovery and left the hospital in twelve days. 

No one measure, cesarean section, Braxton-Hicks 
version or metreurysis is applicable to all pa- 
tients and in no other situation in obstetrics is the 
demand for mature judgment more pressing. All 
factors in every case should be weighed and the 
patient treated accordingly. In the light of our 
present knowledge, the ideal treatment of placenta 
previa may be stated as follows: If the patient is 
uninfected and her condition good, but the baby 
dead, a Braxton-Hicks version should be _per- 
formed. If the patient is uninfected, her condition 
good and the baby alive, I believe cesarean sec- 
tion is the method of choice. Any excessive blood 
loss should be restored by transfusion. 


DR. MEASON reported that he had treated one 
case of placenta previa, thirty miles from town 
on the desert with no knowledge of the case 
until he arrived at the bed side. There was no 
chance to get a consultant; the woman was having 
hemorrhages from the uterus without pain. He 
attempted delivery by version but found .0o 
many feet in the uterus that it was difficult to 
know when he had two feet which belonged to- 
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gether. Finally however, two babies were deliv- 
ered by version. The placentae were delivered by 
Crede’s method; both babies and their mother were 
saved. He was thankful that only one placenta 
was low in the uterus. 

DR. F. C. JORDAN discussed Prematurity as 
follows: 

It is impossible to tell the exact time than any 
pregnancy commences, guesses may be very in- 
accurate. The leading authorities have adopted 
2500 grams, or 5.5 lbs, as a standard birth weight. 
All those under 2500 grams are classed as prema- 
tures. Prematures may weigh more and full term 
babies less than 2500 grams. 

The etiology of prematurity, in many cases, can- 
not be determined. Some abservers have not been 
able to determine the cause in from 60 to 70 per 
cent of their cases. Syphilis has been considered to 
be an important cause. Kapper found in a series of 
437 cases that only three per cent could be assumed 
to be caused by syphilis; post mortem examination 
showed 3.3 per cent to be syphilitic. Falls, injuries, 
emotional disturbances and premature rupture of 
the membranes are not infrequent causes of pre- 
maturity. Operative procedures, ‘especially ‘those 
that involve the appendix, tubes, ovaries or gall 
bladder are common causes of prematurity. Acute 
infections, where there is continued high tempera- 
tures, especially pneumonia and influenza, quite 
commonly cause premature labor. Multiple preg- 
nancies play an important role in prematurity. Yllpo 
says one-fifth to one-third of immature infants are 
twins. The first pregnancy also is an important 
factcr, almost one-half of the prematures are child- 
ren of the first pregnancy. 

How shall we take care of the premature? First, 
maintenance of body heat is one, if not the most 
important factor. This inability to regulate and 
maintain the body temperatures may be due to an 
absence of subcutaneous fat, a relative large body 
surface compared with body weight leading to ex- 
cessive loss of heat through skin, or an incomplete 
development of the heat regulating center. This is 
the reason a premature may have pneumonia with 
practically no fever; on the other hand high tem- 
perature results without demonstrative cause. 

Hess found that the mortality was lower when 
outside prematures were brought to the hospital in 
especially prepared electrically heated bags, than 
when transported to the hospital otherwise. 

The conservation of bodv heat should be practiced 
from the moment the child is born. Warm clothes 
are important. The cord should not be cut until the 
child has received the maximum amount of blood. 
If the child is born in the home, a basket well lined 
with cotton and kept warm with hot water bottles 
should be available. The best place for prematures 
however is in a hospital where there is a well 
equipped nursery and a good dependable incubator. 
Rectal temperatures should be taken, every four 
hours and oftener if there are wide variations in 
the baby’s rectal temperature. 

Nourishment: Breast milk is the food par excel- 
lence. Unfortunately the mothers often do not have 
adequate milk supplies. The premature. should be 
fed early. We should never wait longer than twenty- 
four hours before commencing regular feedings. 
Breast milk from healthy mothers whose babies are 
not over one week old is the best food, and it should 
be given often, from two to three hour intervals— 
preferably with a medicine dropper. If this is done 
many prematures will not lose more than five per 
cent of their birth weight; otherwise, they will lose 
about 10 per cent which will not be regained until 
the third or fourth week. A well trained nurse, or 
one who has had previous experience in the care 
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of prematures, is the most important factor in the 
successful handling of these cases. These prematures 
have a small stomach capacity and are very loath 
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The newly recognized importance 


of Vitamin B 


in infant diet 


That a partial deficiency of Vit- 
min B in infant diet produces 
symptoms similar to those pro- 
duced by a total deficiency, is 
evident from recently published 
clinical observations. 


These symptoms, observed by 
Hoobler in his recent studies of 
Vitamin B deficiency in infants, 


. Anorexia 

. Loss of weight 

3. Spasticity of arms and legs 

. Rigidity of neck 

. Restlessness and fretful- 
ness 


Hoobler cites that the usua! 
dietary of an infant in this 
country up to its third month is 
human milk or cow’s milk, with 
the addition of sugar, possibly a 
milled cereal, orange juice and 
cod- liver oil. 


which aid in elimination. 





On analysis, Vitamins A, C 
and D are found to be present 
in this diet. But only minimal 
and, in many cases, subminimal 
amounts of Vitamin B are to be 
found. 

With the addition of Vitamin 
B to the diet Hoobler noted 
that after two weeks the infant 
had changed from a thin pale, 
spastic, restless, whining child 
refusing part of its food, 
to a happy, rosy cheeked, smil- 
ing baby whose appetite see:n- 
ed never to be completely satis- 
fied and whose gain in weight 
was remarkable. 

He concludes, therefore, that 
“every infant should have an 
addition of Vitamin B to its 
diet and should not depend on 
milk, either human or cow’s, 
as its only source of this vita- 
min.” 


More Vitamin B with Vitavose 
in the diet of children and adults 


Macy, Hoobler, Harris and others have published data 
which indicates that a very considerable number of peo- 
ple are subsisting on diets which are far from optimum 
with respect to Vitamin B. 

This deficiency of Vitamin B is more profound during 
periods of marked physiological crisis such as pregnancy 
lactation, rapid growth and convalescence. 

Vitavose as a diet supplement brings the supply of 
Vitamin B and iron up to optimum requirements. It stim- 
ulates the appetite and has slightly larative qualities 


Vitavose has been accepted by the Council on Pharmecy 
and Chemistry, American Medical Associaiton. 


The question naturally arises 
then, what shall be the source of 
supply of Vitamin B for the 
infant? 

E. R. Squibb & Sons have an- 
swered this-problem in the de- 
velopment of a new milk modi- 
fier which is exceedingly rich, 
not only in Vitamin B, but also 
in assimilable iron salts—Vita- 
vose. 

Squibb’s Vitavose is a pala- 
table and highly nutritious mal- 
tosedextrin preparation, made 
from fat-free, malted wheat 
germs. In addition to maltose 
and dextrins, it contains the 
water-soluble extractives from 
the wheat embryo—Vitamin B, 
soluble nitrogenous compounds; 
and mineral salts. 


Vitavose resembles a _ fine 
golden yellow sugar in appear- 
ance. It has an agreeable malty 
taste. It is physiologicaly as- 
sayed for its vitamin content 
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neuritic factors as does fresh 
raw, certified cow’s milk, and 
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pellagra-preventing factor. 
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fections. The prevention of infections will save many 
babies. 

Holt says about one-half the institutional deaths 
of young infants is due to prematurity. Only about 
50 percent of the prematures will survive the first 
year. Those that do survive the first year. will not 
have a much greater mortality than the normal 
child. Cerebral hemorrhage is the most common and 
most serious complication in the premature. Cyano- 
tic attacks are common. They may be frequent and 
severe. These attacks usually occur without warn- 
ing and without apparent cause—more after nurs- 
ing especially if the infant chokes or vomits. The 
skin is cyanotic, the pulse usually rapid and faint. 
The child is relaxed, moves little, and the breathing 
shallow, slow and irregular. Oxygen by inhalation is 
useful. Cardiac stimulants probably help. The child 
gradually recovers or it may die suddenly. Necrop- 
sies will reveal cerebral hemorrhages in nearly all 
these cases, and they are probably caused by the 
action of the hemorrhage on the respiratory and 
cardiac center. Atelectasis is common but is not 
usually a factor causing death unless there is 
to nurse or even swallow and it takes much per- 
serverance and patience to get them to take suffi- 
cient food. When breast milk is unobtainable other 
milk feedings must be used. Hess uses a chymogen 
milk, and reports satisfactory results. It is made 
from whole cow’s milk to which is added chymogen 
powder; the curdled milk is then beaten up finely 
with an egg beater and fed in a bottle or with a 
medicine dropper as the case requires. We use a 
lactic acid milk made from evaporated milk. This is 
easily prepared and makes a satisfactory food. 
Premature infants require more calories per pound 
weight than the normal child and as their capacity 
is less, the caloric value of the food must be as high 
as the child will digest with safety. Mother’s milk 
has 20 calories per ounce. We have gradually in- 
creased our lactic acid milk with the addition of 
Karo until the food value is 30 calories per ounce. 
The utmost care and skill is necessary in feeding 
these babies so they will receive an adequate amount 
and not overtax the digestive capacity. 

Prevention of infection: The premature is very 
susceptible to infections. Otitis media is the most 
common; pneumonia also is not infrequent. All 
nurses having charge of prematures should wear 
mask covering both the mouth and nose; also they 
should thoroughly wash their hands with soap and 
water before touching the infants. These factors 
are often neglected and responsible for many in- 
enough lung tissue involved to cause constant cyano- 
sis. Congenital heart lesions are also common but 
most of them do not give rise to symptoms and are 
found only in the necropsies 

(Continued in next issue) 





PERSONALS AND NEWS 


DR. CHARLES B. PALMER, of Phoenix, sailed 
about the first of July for Europe, where he will 
engage in postgraduate study during the summer. 
We are informed that he will be in the Vienna 
Clinics. During the summer his work will be taken 
care of by DR. L. C. BARLOW. 

DR. NELSON D. BRAYTON, and family, of 
Miami, sailed from Galveston on July 6th, for 
Europe. They are taking their auto and will tour 
France, Spain, Italy, Switzerland, Belgium and the 
a Isles, returning via Montreal about October 
irst. 

DR. ORVILLE H. BROWN, of Phoenix, and 
family, are spending vacation by auto in the north- 
west. Dr. Brown will attend the American Medical 
Association in Portland, and thereafter will visit 
interesting scenic routes of the northwest. 
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“STORM” The NEW 


“Type N” 
STORM 
Supporter 


With long laced back 
and low extension 
upon hips; The re- 
inforcing band at- 
tached in front at 
median line, also 
fastened in back. 
Hose supporters in- 
stead of thigh straps. 


“TYPE ad, iad 
Takes Place of Corsets 


Gives perfect uplift and is worn with comfort 
and satisfaction. Many variations of the “Type 
N” Belt provide support in Ptosis, Hernia, 
Obesity, Pregnancy, Sacroiliac Strain, etc. 


Each Belt Made to Order 


Katherine L, Storm, M.D. 


Originator, Owner and Maker 
1701 Diamond St., Philadelphia, Pa., U.S. A. 


Ask for Literature 














From Text Books of Over a Decade 


MEAD’S DEXTRI-MALTOSE 


For more than twenty years dextrin- 
maltose has been cited in text books of 
leading authors on infant feeding. During 
this i no reversal of opinion has oc- 
cured, and the opinions set out by the 
earlier writers are shared by those of today. 
This form carbohydrate in the combi- 
nation of Mead’s Dextri-Maltose is usually 
the sugar of first con- 
Janet, sideration where the 
aa infant’s diet is one of 
' diluted cow’s milk 
with carbohydrate ad- 

ditions. 

For years it has been 
indicated by physi- 
cians both for the 
routine feeding of well 
babies, and in correc- 
tive diets for the treat- 
ment of nutritional 
disturbances. 
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MEAD JOHNSON & COMPANY 


Evansvitie, INDIANA 
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DR. AND MRS. HARLAN P. MILLS, of Phoenix 
left July 5th for the northwest. After attending the 
American Medical Association mecting in Portland, 
they will sail from Seattle on July 12th for a trip 
to Alaska, returning about August 20th. 

DR. AND MRS. JOHN WIX THOMAS, of Phoe- 
nix, are spending some weeks in Wisconsin and 
vicinity, visiting relatives. Dr. Thomas attended 
the fiftieth anniversary of his graduation from the 
University of Wisconsin, at Madison, the latter 
part of July. 

DR. L. H. THAYER, of Phoenix, is spending the 
month of July at Mormon Lake, in northern Ari- 
zona, where he is constructing a summer cottage. 

DR. W. WARNER WATKINS and family, of 
Phoenix, returned July first from a three weeks’ 
motor tour through Colorado, southern Utah and 
northern Arizona. 

DR. E. PAYNE PALMER, and family, attended 
the graduation of the two older sons (Payne and 
Paul) from St. Mary’s Academy, in Kansas City, 
the latter part of July, and then motored to the 
coast. Dr. Palmer is on the program of the Ameri- 
can Medical Association in Portland for two clinics 
on fractures. 

DR. C. C. HEDBERG, of Jerome, returned over- 
land with a new automobile, from Detroit, about 
July first, after a few weeks vacation in the east. 

DR. ROBERT W. CRAIG, of Phoenix, announced 
July firgt, that he is positively retiring from active 
practice on that date. His many friends who have 
heard similar announcements in times past await 
with interest, to see whether he will be able to 
resist the call of a practice which he has found 
difficulty in dropping. 


DR. ORVILLE EGBERT, of El Paso, appeared 


on the program of the Tarrant County Semi-An- 


nual Clinic, of Fort Worth, in June, his subject 
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being the “Differential 
Diseases.” 

The TEXAS STATE MEDICAL ASSOCIATION 
met at Brownsville, Texas, on May 22, 23 and 24, 
under the presidency of DR. FELIX P. MILLER of 
El Paso. DR. GEORGE TURNER of El Paso read 
a paper on “Cancer of the Stomach,” and DR. 
ORVILLE EGBERT of El Paso had a paper on 
“Differential Diagnosis of Pulmonary Diseases.” 
Several other El Paso physicians attended the 
meeting. 

Following the meeting, Dr. Miller and family, 
left for a visit to Mexico City and other points of 
interest in that republic. 

DR. ROBERT S. FLINN, of Prescott, after spend- 
ing some weeks in the Trudeau School of Tubercu- 
losis at Saranac Lake, is now in the Diabetic Clinic 
of the Ryoal Victoria Hospital at Montreal, where 
he will be for several weeks longer, before returning 
to his practice in Prescott. 

DR. AND MRS. FRANK J. MILLOY, of Phoenix, 
are away on vacation. After attending the American 
Medical Association meeting in Portland, they sailed 
for Alaska, and will return about August first. 

DR. F. L. REESE, of Phoenix, spent two weeks 
June in special work in Denver in his specialty and 
then attended the Pacific Coast Ophthalmological 
Society’s meetings in Salt Lake City. 


Diagnosis of Pulmonary 





SITUATIONS WANTED 


WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
fer your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 





DOCTOR---- 


—In Instruments, 


GET THIS BOOK 
OF BARGAINS! 


White Steel Fur- 
niture, Equipment, Supplies— 


SAVE MONEY, Doctor, by buying your instru- 
ments, equipment and supplies by mail from 
Keniston-Root. In this free book there are hun- 
dreds of items—nationally known and guar- 
anteed—at bargain prices. Don’t pay more 
when you can buy direct from Keniston- 
Root for less. Enjoy our Same DayService. 

Use our Easy Payment Plan. Send 
coupon below for this Book of Bargains 


TODAY! 
KENISTON - ROOT 


DIVISION A. S. ALOE COMPANY 
418 WEST 6th ST., LOS ANGELES 
Mail this Coupon 
For Free Book of Bargains 


Name . 


Address 
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PARKE, DAVIS & CO. 


announce that they will shortly be ready to supply 


VIOSTEROL, P.D.& CO. 


(Irradiated Ergosterol) 


(Licensed under the Steenbock patent administered by the 
Alumni Research Foundation of the University of Wisconsin) 


Viosterol, P. D. & Co., will be released for sale to 
the drug trade on July 25,1929. Your druggist may 
not have it in stock on that date, but he can get it for 
you on short notice. 


Viosterol, P. D. & Co., will be supplied in the form 
of a vegetable oil solution of irradiated ergosterol 
standardized to an antirachitic (vitamin D) potency 
of one hundred times that of high-grade cod-liver oil. 
It will be furnished in 5-cc. and 50-cc. packages. 


Viosterol is the name adopted by the Council on 
Pharmacy and Chemistry of the American Medical 
Association to designate preparations of irradiated 
ergosterol. 


Specify ““P. D. & Co.” 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


NEW YORK KANSAS CITY CHICAGO ST. LOUIS BALTIMORE NEW ORLEANS MINNEAPOLIS SEATTLE 


In Canada: WALKERVILLE MONTREAL WINNIPEG 
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